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New (2nd) Edition! 
LEWIS— PRACTICAL DERMATOLOGY 


This useful handbook shows how to identify skin 
diseases and exactly how to treat them once they 
are identified. Coverage ranges from simple insect 
bites to the difficult problems of malignant skin 
tumors. 

Over 500 clear illustrations simplify diagnosis to 
a remarkable degree. The author explains the im- 
portant features of the history, the general physical 
examination, the special examination, and the 
various pertinent laboratory tests. You are alerted 
to systemic or malignant conditions in which a 
skin manifestation may be the first sign. Treatment 
is presented in-easy-to-follow detail with definite 
instructions on diet, local measures, ultra-violet 
therapy, drugs, endocrine therapy, X-ray therapy, 
etc. 


In this New (2nd) Edition you'll find important 
information on the use of the corticosteroids, new 
physical treatments such as skin planing, tattooing, 
etc. There are almost 150 added illustrations. Much 
new material has been added on the collagen dis- 
eases. A new chapter on Basic Sciences in Derma- 
tology provides keen insight into the mechanisms 
of skin disease. The information on use of the var- 
ious wet dressings, powders, ointments and cleansing 
agents in topical medication is right up to the 
minute. Vitamins, antihistamines, antimicrobial 
agents for systemic medication are well covered. 
Untried remedies are not included. 


By GEORGE M. LEWIS, M.D., F.A.C.P., Professor of Clinical Medicine 
(Dermatology), Cornell University Medical College; Attending Dermatologist, 
The New York Hospital. 363 pages, 64%” x 934”, with 555 illustrations. $8.00 

New (2nd) Edition—Published January, 1959. 


W. B. SAUNDERS COMPANY © West Washington Square, Philadelphia 5 


= 
| 
| 
| 
: 
| q 
‘ 
4 
i 
| 
| 
t 
4 


inflammation 


ARTHRITIS 


salicylate benefits with minimal salicylate drawbacks 


Rapid and prolonged relief—with less intolerance. 

The analgesic and specific anti-inflammatory action of BUFFERIN helps reduce 
pain and joint edema—comfortably. BUFFERIN caused no gastric distress in 70 per 
cent of hospitalized arthritics with proved intolerance to aspirin. (Arthritics are at 
least 3 to 10 times as intolerant to straight aspirin as the general population.') 


No sodium accumulation. Because BUFFERIN is sodium free, massive dosage for pro- 
longed periods will not cause sodium accumulation or edema, even in cardiovascu- 
lar cases. 


Each sodium-free BUFFERIN tablet contains acetylsalicylic acid, 5 grains, and the antacids mag- 
nesium carbonate and aluminum glycinate. 
Reference: 1. J.A.M.A. 158:386 (June 4) 1955. 


ANOTHER FINE PRODUCT OF BRISTOL-MYERS 


Bristol-Myers Company, 19 West 50 Street, New York 20, N. Y. 
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improve blood supply 
provide prolonged vasodilatation 
after a coronary 


Improved blood flow to the myocardium, after a coronary thrombosis, promotes 
development of essential collateral circulation, thereby helping to repair damage. 
Peritrate, 20 mg. q.i.d., safely increases coronary blood supply without appreciably 
changing blood pressure or pulse rate. Its routine use in management of the post- 
coronary patient will provide safe, effective vasodilatation and prevent anginal attacks 
often encountered in the convalescent period. 


Peritrate mg. 


(Brand of pentaerythritol tetranitrate) 


MORRIS PLAINS, N. J. 


— Vor. 58, Fes. 1959 
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INFORMATION FOR CONTRIBUTORS 


THE JOURNAL OF THE AMERICAN OSTEOPATHIC ASSOCIA- 
TION is the official scientific publication of the American 
Osteopathic Association. Articles are accepted with the 
understanding that they have not been published or ac- 
cepted for publication elsewhere. 


MANUSCRIPTS 


1. Manuscripts should be typed in triplicate, the original 
and carbon sent to THE JOURNAL, and one carbon kept 
by the author. All copy, including quotations, footnotes, 
tables, references, and legends for figures, should be 
double-spaced, with ample margins. 


2. References are required for all material derived from 
the work of others, whether or not authors’ names are 
mentioned. Reference numbers should be assigned in 
order of reference in the article. Each reference must in- 
clude the name of the author and the full title of the 
article or book. For periodicals, the name, volume num- 
ber, complete date, and inclusive paging of the article are 
required. For books, the edition, the name and location 
of the publisher, and the year of publication are required. 
Exact page numbers must be given for all direct 
quotations. 

3. The author’s degrees and teaching affiliations should 
he given. 

4. The article should end with a comprehensive summary. 


ILLUSTRATIONS 


1. Photographs should be unmounted, untrimmed, glossy 
prints. 

2. Figure charts, tables which are to be engraved, and 
lettering on prints should be in black (India) ink on good 
quality white paper. Lettering must be large enough to 
he read when reduced. 

3. Original roentgenograms or slides can be used for 
reproduction, but direct-contact glossy prints from orig- 
inals are preferable. 

4. All illustrations must be numbered and the top indi- 
cated. If original roentgenograms or slides are submitted, 
the front also must be indicated. 
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5. Good illustrations enhance the value of articles, and 
contributors are encouraged to submit illustrative mate- 
rial with manuscripts. 


6. When illustrations which have appeared elsewhere 
are submitted, full information should be given about 
previous publication, whether or not permission has been 
obtained, and credit to be given. 


COPIES OF THE JOURNAL 


1. Three copies of THE JoURNAL containing his article 
will be sent to the author on request. 


REPRINTS 
1. A price list with information for ordering reprints 
is sent with galley proofs. 


FOR ADDITIONAL INFORMATION, 
PLEASE WRITE TO THE EDITOR 
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LOW BACK PAIN is frequently the only 
presenting symptom of OSTEOPOROSIS 


Although accepted as a natural concomi- 
tant of old age, osteoporosis is not easily 
recognized in middle age. Nagging pain in 
the lower back and legs can be the first 
manifestation of estrogen withdrawal or 
gonadal insufficiency. 


Each tablet contains methyltes- 
tosterone 10 mg., beta-estradiol 
1 mg., and calcium ascorbate 
375 mg. Bottles of 30 and 100. 


new 


wy 


AnaA-DoME Tablets, an androgen-estrogen 
combination with Vitamin C added, not 
only relieves pain in these cases but re- 
vives and promotes osteoblastic and ana- 
bolic activity. Reparative support is thus 
provided for fragile and inelastic bone. 


ANA-DOME waters 


androgen-estrogen-vitamin combination 


DOME CHEMICALS INC. 125 West End Avenue, New York 23 


665 N. Robertson Blvd., Los Angeles 46 
2765 Bates Road, Montreal 


Journac A.O.A. 
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IN THREATENED 
OR HABITUAL ABORTION... 
MORE FULL TERM PREGNANCIES... 


».. SIMULATES cCorRPUS LUTEUM HORMONES, thereby 
»»» SUPPORTS THE ENDOMETRIUM, hence 
SUSTAINS FETAL LIFE 


Enovid, through its pronounced progesterone-like action and its 
lesser estrogenic action, enhanced by the addition of ethynylestradiol 
3-methyl ether, mimics the action of the corpus luteum hormones. 

In threatened abortion, due to an endocrine failure to support the 
hypertrophied endometrium of pregnancy, the potent progesterone- 
like activity of Enovid is of value. 

In habitual abortion, resulting from inadequate corpus luteum 
activity, Enovid supports the deeidual endometrium and therefore 
encourages continuation of the pregnancy. 

Each 10-mg. tablet of Enovid contains 9.85 mg. of norethynodrel, 
a new synthetic steroid, and 0.15 mg. of ethynylestradiol 3-methyl 
ether. 


Vor. 58, Fes. 1959 


DOSAGE IN 
THREATENED ABORTION 


Two or three tablets daily on appear- 
ance of symptoms. This dosage may be 
reduced to one or two tablets daily 
when symptoms disappear. The reduced 
dosage should be continued to term 
and an increased dose given if symp- 
toms reappear. 


DOSAGE IN 
HABITUAL ABORTION 


One or two tablets daily as soon as 
pregnancy is diagnosed and continued 
without interruption at least through 
the fifth month. Enovid may be safely 
continued to term if desired. 


ENOV ID Oral Synthetic Endometropin 


(brand of thynodrel with ethyny 


diol 3-methy! ether) 


SEARLE if Research in the Service of Medicine. 
G. D. SEARLE & co., Chicago 80, Illinois 


. 
] 
| 
ee 
4 
H 
— 
= 
= 
: 
4 
A-S 


ae 


medication stopped 


yresents a maior discc 
‘SHOWS ORAL BACTERIAL FLORA (INCLUDING STREPTOCOCCI REDUCEDTO 
1% OF INITIAL FIGURE IN RELATIVELY SHORT TIME 
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“HIBITANE” LOZENGES provide a new, highly potent antibacterial drug—effective in 
extremely low concentrations even in saliva, blood and pus. (Inclusion of benzocaine 


ideal for mouth and 
throat therapy 


insures prompt and sustained relief of associated pain 
and discomfort.) Recommended for mild to moderate 
infections and irritations of the mouth and throat. 


“HIBITANE” LOZENGES also provide ideal adjuvant therapy to systemic administra- 
tion of antibiotics and sulfonamides in severe upper respiratory infections. Also 


suggested before and after oral surgery. 


“HIBITANE” LOZENGES contain Chlorhexidine dihydrochlo- 
ride—an entirely new chemical antibacterial agent.!> 
Wide antimicrobial spectrum includes penicillin-resistant 
organisms as well as many yeasts and fungi. Therapy does 
not disturb natural balance of the oral flora. As a result, 
the possibility of superimposed infection is minimized. For 
example, monilial overgrowth is not likely to occur since 
“HIBITANE” is also effective against these yeast-like organ- 
isms. No systemic absorption. No bacterial resistance has 
ever been demonstrated in vitro. 


LOZENGES 


Each lozenge contains: 

Chlorhexidine dihydrochloride 
(1,6-di-4’-Chlorophenyldiguanidohexane di-HCl) 

Benzocaine 2.5 mg. 


Dosage: Dissolve a lozenge slowly in the mouth 
three or four times daily. May be increased as 
needed. 


Supplied: No. 838—packages of 12 lozenges. 


1. Grant, J. C., and Findlay, J. C.: Lancet 1:862 (Apr. 
27) 1957. 2. Murray, J., and Calman, R. M.: Brit. 
M. J. 1:81 (Jan. 8) 1955. 3. Davies, G. E., Francis, J., 
Martin, A. R., Rose, F. L., and Swain, G.: Brit. J. 
Pharmacol. 9:192 (June) 1954. 4, Calman, R. M., and 
Murray, J.: Brit. M. J. 2:200 (July 28) 1956. 5. Myers, 
G. E., and Culver, V. A.: Canad. Pharm. J. 90:305 
(May) 1957. 


“HIBITANE” is available in the United States by arrange- 
ment with Imperial Chemical Industries Ltd. 


other outstanding 
advantages 


No toxicity or sensitivity reac- 
tions have been reported. Com- 
plete urinalyses and blood counts 
in patients on extended usage: 
have revealed no deviation from 
controls. The taste is exception- 
ally pleasant. While sufficient 
benzocaine is added to produce a 
mild local anesthetic action, it 
does not interfere with taste, ap- 
petite, the swallowing reflex, or 
healing. 


AYERST LABORATORIES 


New York 16, N. Y. « Montreal, Canada 
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athlete’s foot 


it’s a family problem... 


except for me 


Athlete’s Foot — one of the most prevalent 
and troublesome fungus infections today — is 
estimated to affect 90% of the population at one 
time or another. Desenex, containing the 
unsaturated fatty acid, undecylenic acid, has 
proved to be one of the most potent antimycotic 
agents known for effective treatment 

of superficial fungus infections. 

Night and Day Treatment 

At Night — Desenex Ointment (zincundecate) 
—1 oz. tubes. During the Day — Desenex 
Powder (zincundecate) — 11% oz. container. 

Also — Desenex Solution (undecylenic acid)— 

2 fi. oz. bottles. In Otomycosis — Desenex 

Solution or Ointment. 


Write for samples 


MALTBIE LABORATORIES DIVISION 
Wallace & Tiernan Inc. ¢ Belleville 9, N. J. 


Desenex: 


FOR ATHLETE’S FOOT 


fast relief from itching 
prompt antimycotic action 
continuing prophylaxis 


PO-91 


Journat A.O.A. 
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resulting abnormal 
capillary fragility. Aphasi: 
mental confusion or 
blurred vision are typic 
symptoms that usually 
pass quickly—but recur 
periodically as part of 
this long-drawn-out dise 
To reduce the extent of 
additional cerebral dama 
in patients prone to “little 
strokes,” Hesper-C offers: 
hesperidin complex 
with vitamin C—synergist 
in supporting capillary 
resistance and pro 
capillary repair. Many 
instances of cerebral 
accidents may be avoi 

if adequate amounts of 
hesperidin 


a vital measure of protecti 
against the “little strokes” 


Vox. 58, Fes, 1959 A-9 
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Specific Antihistaminic Effect 


reduces—erythema, excoriation 
and extent of lesions'* 


Recommended Oral Dosage: 
50 mg. q.i.d. initially; adjust according to 
individual response. 


References: 1. Feinberg, A. R., et al.: J. Allergy 
29:358 (July) 1958. 2. Eisenberg, B. C., Clinical 
Medicine 5:897-904 (July) 1958. 3. Robinson, 
H. M., et al.: J.A.M.A. 161:604-606 (June 16) 
1958. 4. Robinson, H. H., et al.: So. Med. J. 
50:1282 (Oct.) 1957. 


*Trademark 


by the A. M.A. Council On 1958 | 


Psychotherapeutic Potency 
relieves—tension, anxiety 
and itching."* 


Supplied as: 

Vistaril Capsules—25 mg., 50 mg., 100 mg. 
Vistaril Parenteral Solution—10 cc. vials 
and 2 cc. Steraject® Cartridges, each cc. 
containing 25 mg. hydroxyzine (as the HCl) 


GED science for the world’s well-being 


PFIZER LABORATORIES Division, Chas. Pfizer & Co. Inc., Brooklyn 6, N. ¥. 


JourNnat A.O.A, 
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an vaginitis 
‘ 


TRICOFURON 


destroys all 3 principal pathogens 


Whether vaginitis is caused by Trichomonas, Monilia or Hemophilus 
vaginalis—alone or combined—TRICOFURON IMPROVED swiftly relieves 
symptoms and malodor, and achieves a truly high percentage of cul- 
tural cures, frequently in 1 menstrual cycle. TRICOFURON IMPROVED 
provides: a new specific moniliacide MICOFUR® brand of nifuroxime, 

the established specific trichomonacide FUROXONE® brand of furazolidone 

and the combined actions of both against Hemophilus vaginalis. 


1. Office insufflation once weekly of the Powder (MICOFUR [anti-5-nitro- 
2-furaldoxime] 0.5% and FUROXONE 0.1% in an acidic water-soluble 
powder base). 2. Continued home use twice daily, with the Supposito- 
ries (MICOFUR 0.875% and FUROXONE 0.25% in a water-miscible base). 


NITROFURANS —a new class of antimicrobials—neither antibiotics nor sulfonamides. an I. 
EATON LABORATORIES, NORWICH, NEW YORK 
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Very rigid support and truly ef- 
fective fixation of the lower 
spine is assured by the high 
id back . . . well-boned 
and with removable semi- 
rigid stays in casings. 
Sacro-Lumbar Support 
Model 1165-HS, compar- 
able model for men 


solid 


447-HS, 
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effective 
FIXATION 


Anatomically correct . . . therapeutically 
sound . . . these principles are designed in, and 
built in, each Truform appliance. 


A 


Effective support or effective fixation . . . 
this you can depend on when you prescribe 
“Truform.” Your patient benefits from the most 
careful selection and skillful fitting because .. . 


@ TRUFORM Anatomical 
Supports are available 
only from the Ethical 
Appliance Dealer 


CORRECTIVE BELTS 
AND SUPPORTS 


SURGICAL AND 
POST-OPERATIVE SUPPORTS 


many models... 
for your copy of 


“The Red Book.” anatomical supports 


3960 ROSSLYN DRIVE, CINCINNATI 9, OHIO 
BRANCHES: New York and San Francisco 


Journat A.O.A. 
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BACK SUPPORTS ® 
Many other types... in 
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DISAP OINTED with skeletal muscle 


relaxants that cause GI distress, drowsiness, and 


dizziness..... 


- the new, different chemical 
structure—unlike any other 
skeletal muscle relaxant 
currently available—is 


e a "pure" muscle relaxant, 
with specificity of action 


free of adverse physical 
or psychic side effects, 


for all practical purposes 


consistently effective in J, 
cases involving skeletal 
muscle spasm 


long acting; no fleeting 
effects | 


(STYRAMATE, ARMOUR) 


ARMOUR PHARMACEUTICAL COMPANY « KANKAKEE, ILLINOIS / @ leader in biochemical research 
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offers four beneficial effects 


relieves anxiety, tension and related depression 

2. exerts a unique alerting effect in many patients 

. dispels preoccupation with emotionally induced symptoms such as 
headache, g.i. disturbances and non-specific musculoskeletal pain 

| 4, normalizes sleeping and eating habits 


WORKING PATIENTS appreciate Compazine’s remarkable freedom from drowsiness 
and the convenient daylong calming effect of a single ‘Compazine’ Spansulet 
capsule, taken on arising. Also available: Tablets, Ampuls, Multiple dose vials, 
Syrup and Suppositories. 


ct) SMITH KLINE & FRENCH LABORATORIES 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 
+T.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 


ompazine 


remarkable for its freedom from drowsiness and depressing effect 
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Satisfactory modification of the mani- 
festations of abnormal brain activity is 
often achieved with individual psycho- 
gs acting on a single sector of the brain. 
In many patients, however, and despite high dos- 
ages, or change to another agent, response is only 
partial and is associated with lethargy and other 
more undesirable by-effects. Investigators have 
postulated that agents which will simultaneously 
alter the activity of more than one sector of the 
brain might produce a more satisfactory modifi- 
cation of undesirable emotional and behavioral 
patterns, thereby promoting a greatly improved 
total patient-response. To test this theory investi- 
gators recently have administered a low dosage of 
promazine, a phenothiazine, with a low dosage of 
meprobamate. The enhanced beneficial response 
elicited by this low-dosage dual attack is provided 


by ProzineE and warrants your consideration. 


q 
| 
q 
i 
| 
q 
2 
‘ 
: 
| 
: 
A 


agent 


mé, 


p and promazine hydrochioride, Wyeth 


SPECIFIC CONTROL tHroucH DUAL ACTION 


} 
| 
| 
PROZINE controls anxiety and tension as well as motor | 
excitability. This effect on the components of emotional reaction is possible _ } 
because of the dual sites of action of Prozins—the thalamic and hypothal- | 
amic areas of the brain. The unique dual action of Prozine enables the | 
physician to exert more specific control of emotionally disturbed patients. 
PROZINE is indicated in patients with a primary emotional disturbance, 
in patients with emotional disturbance unrelated to their organic disease, 


and in patients emotionally disturbed by primary organic disease. 


PROZINE controls moderate to severe 
emotional disturbance manifested by apprehension and agitation, insomnia, 
depression, nausea and vomiting, gastrointestinal disturbances, alcoholism, 
menopausal symptoms, or premenstrual tension. 


PROZINE in the recommended dosage (1 or 2 capsules, 3 or 4 times daily) 


produces more specific control than is obtainable with high doses of other 


ataractic agents. The benefits of a low-dosage regimen are unmistakable. 


*Trademark 
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SIMULTANEOUS ACTION 
of two psychotropic drugs, 
affecting two areas 


of the brain, produces 
more SPECIFIC CONTROL 


; 4 in emotionally disturbed patients On PROZINE the dose re- 


quired is diminished to the point where the incidence of 
side-effects and toxicity reactions is minimal and the 
patient is calm, tranquil, and amenable to additional 
therapy, whether it be educational, medical, or psychiatric. 


be 
j 
5 
N | 
| 
Or | 
le 
] 
le | 
e 
| 
=_> 


SPECIFIC CONTROL tHrouchH DUAL ACTION 


SUPPLIED: 


The physician will see many applications for PROZINE in 


his day to day practice, particularly in overly apprehen- 


sive medical patients (including surgical and obstetrical 


cases) and in the management of emotional problems of 


children, adolescents and the aged; also in emotionally 


disturbed patients who receive little or no relief from 


analgesics, barbiturates, anticholinergics, antihyperten- 


sives, hormones (estrogens and corticoids). The dosages 


of these drugs may be dramatically reduced. 


PROZINE—Bottles of 50 capsules. Each green and white 


capsule contains 200 mg. meprobamate and 25 mg. 


promazine hydrochloride. 


Comprehensive literature is available 


® 


Philadelphia 1, Pa. 
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SIMULTANEOUS ACTION 
of two psychotropic drugs, 
affecting two areas 


of the brain, produces 
more SPECIFIC CONTROL 


with minimal 


patients with emotional disturbances, or with or- 
ganic diseases and emotional disturbances, or with 


psychotic illnesses 


INCIDENCE OF SIDE-EFFECTS WAS 3.7% 


PROZINE 


| 

— 
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PROOF OF CLINICAL EFFECTIVENESS-—F 


PRIMARY EMOTIONAL DISTURBANCE ORGANIC DISEASE = 
Result 
Capsules Duration of D Capsules 
per Day Treatment F per Day 
M 
P E 
R WF 
Days} Wks.| Mos.|} 9 | S|} | F 
VIAIRIE 
No. | 1-3 | 4-6 sic No.| 1-3 | 4-6 
Anxiety Neurosis Gastrointestinal | 
with Nausea, Peptic Ulcer | 
Vomiting, Fear, 74 | 37 | 37 |15 | 53 | 6 | 62/12) 7} Colitis 48| 26 | 22 
Tremor, Steatorrhea 
Palpitations 
Anxiety Reaction Cardiovascular 
with Headache | 20/10 |10 | 3|15| 2/16) 4) —| 1] Hypertension | 33) 9) 24 
or Migraine Angina Pectoris 
Dermatological 
Anxiety Reaction 
causing 4116 | 8 | 2/20) 2/20) 3} 1/2] | 2] 32 
Insomnia Pruritus 
Musculoskeletal 
Rheumatoid 
thritis 
Apprehension J 
14); 2/112 | 1); 9) 4 2); — | — } Osteoarthritis 32} 10 | 22 
and Tension Traumatic 
Arthritis 
Myositis 
30/15 4/18) 8 9 | 11] 5| 6 
j i — |— | Hypothyroidism 
| Diabetes Mellitus 
Psychoneuresis. 32/ 7/25 | 9/18 5 |25| 6/1 | 4 | Menpausal 28 | 10 | 18 
ychoneurosis Syndrome 
Pregnancy Allergic 
Nausea and 53 | 2 3 (45) 7/1 |— Hay Fever 15; 12; 3 
Vomiting Asthma 
| |- | cavinoma 6| 1| 5 
Chronic 
Alcoholism 66 7 |59 (14 |41 1/11 8/2 Brain Syndrome 19| 15 | 4 
|— | — Mentally Retarded 
Claustrophobia 3;/;71/;2],1] 2 3 (Disturbed) 96 | 54 | 42 
Hypochondriasis 1) |} |— 1) — |— Impotency 1) 
Juvenile 
Delinquency 98 (48 (50 | — | 98 (82 
Total (422 14 323 


a 


SS—RESPONSE IN 972 PATIENTS: ON PROZINE 


EASE WITH EMOTIONAL DISTURBANCE PSYCHOTIC ILLNESS 
Result S Symptomatic | S 
Capsules | Duration of Capsules Duration of 
per Day Treatment per Day Treatment 
M M 
Days} Wks.|Mos.. 9 | § | F Wks.| Months | 9 | S$/ 0 4 
Vi ATRIE RIE 
1-3 | Ei misic No. | 1-3 |4-6/7-10| 0-4 | 1-3) 3-6) Mi sic 
DIE} ET 
26 | 22; 5 | 19| 41) 7) 1 Psychasis 2; 1 1; 1 1 1) 1 
Behavioral 
24) 3 | 19 | 28) 4) 1) 2) Problem 5} 3) 2} 4) 
(Psychotic) 
2/32) 3 | 4/21) 9) 4] Manic Depression | 20) 13) 3) 4) 13) —| 13) 7} 
Schizophrenia 


Chronic Undif- 
ferentiated 
10 | 22: 3 | 13 | 1|— Hebephrenic (175) 79 40 | 31 6 |108/63| 4) 8 


Paranoid 

Catatonic 

Mixed 
6] 4/0} | 3/5] 1/4] 114] 7] 
10 18/2 | 8 |18/27| 1|—|—| PhobicReatin | 6) 2} 4/-| 5| 3] 
3/9] 4] 2] 7| 6) 2| 2] | 4) 2} 1] 
5 | | 9 |10|14| 5|—|—| | 4) 3] 
54|42|— | — 1| 1 
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PROOF OF MINIMAL SIDE-EFFECTS— 
ONLY 3.7% IN 972 PATIENTS: ON PROZINE 


Anxiety Reaction Gastro- | Cardio- | Dermato Undifter- | Totai 
Anxiety with Psycho- | intestinal | vascular | logical | Allergic Mentally | Schizo- | entiated Each 
Neurosis | Headache | Insomnia | neurosis | Disorders | Disease | Disorders | Conditions | Carcinoma | Retarded | phrenia | Psychosis | Group 
+l 5 1 1 1 1 9 
Euphoria 2 2 
Vertigo 1 1 
— 1 1 2 1 1 6 
in Throat 1 1 2 
Vomiting 1 3 
Rash 1 1 4 6 
Flare- 
1 1 
West 1 2 3 
Mild 
Hypotension 2 2 
Pa 
Reaction 1 1 
Total 36 
= — 
The occurrence of slight drowsiness in the first 48 hours of treatment indicates the dose prescribed Side-Eftects 
is in excess of the patient's requirements and is not regarded as a side-effect of Prozine. 3.7% 
tData from 972 case reports on file at Wyeth Laboratories 
Wyeth 
® 
Philadelphia 1, Pa. 


in 
this capsule 
lives the 
most widely 


widely useful 
antibiotic 
in the 


world 
Achromycin® V 


Tetracycline with Citric Acid Lederle 


SUPPLIED IN CAPSULES OF 250 MG. 
WITH 250 MG. CITRIC ACID, 
AND 100 MG. WITH 100 MG. CITRIC ACID. 


(Laterie) LEDERLE LABORATORIES, A DIVISION OF AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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reatness 


is rare in any human endeavor. When it appears, 

it may be perceived in various forms—as a work of art, 
a discovery, an idea, or an achievement of scientific 
inquiry. The outward form is incidental, but the 


intrinsic quality is readily recognized.... 


To partake of the quality of greatness, a therapeutic 
preparation must first of all achieve a degree of 
universality...the cumulative experience of thousands 
of physicians over a period of many years. From 

this experience, then, is born that unhesitating confidence 


which may be summed up in the term “drug of choice.” 


ROCHE LABORATORIES 
Division of Hoffmann-La Roche Inc « Nutley 10 « N.J. 
ROCHE—Reg. U. S. Pat. Off. GANTRISIN® —brand of sulfisoxazole 


Journat A.O.A. 


There is only one 


methylprednisolone, 


and that is 


Medrol 


the corticosteroid 
that hits the disease, 
but spares the patient 


*TRADEMARK FOR METHYLPREDONISOLONE, UPJOHN 


THE UPJOHN COMPANY 
KALAMAZOO, MICHIGAN 


VoL. 58, Fes. 1959 


i. 
i 
| 
q 
| 
4 
i 
| 
| 
j 


A-28 


and Fat in the American Diet 


i. this era of public concern over the possibly dele- 
terious influence of dietary fat on human health, a sober 
look at the facts as they exist today appears indicated. 


After reviewing the evidence up to 1958, The Food 
and Nutrition Board of the National Research Council* 
defined the contribution of fat to American nutrition. 


“The human requirement for fat or for specific fatty 
acids, as well as the nutritional implications of a high 
content of fat in the diet, remains to be determined. 


“In the United States an average diet containing 
approximately 40 per cent of the calories in the form 
of fat has been consistent with the attainment of one 
of the best health patterns in the world.” 

This statement by unbiased authority demonstrates that 
drastic curtailment of fat intake is not indicated on the 
basis of current evidence. 

However, if special circumstances call for curtailment 
of fat intake, meat need not be denied the patient. Visi- 
ble fat can be removed easily. In addition to its high 
protein contribution to tissue repair and maintenance, 
meat provides the gamut of B vitamins and important 
minerals essential to sound nutrition. 


*The Role of Dietary Fat in Human Health: A Report of the Food and 
Nutrition Board, National Academy of Sciences—National Research 
Council, Washington, D. C., Publication 575, 1958. 


The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found 
consistent with current authoritative medical opinion. 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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Her Life 


is Less Frenzied-— 


—-since the strained and tense feelings of rush, 
pressure, anxiety about her work have been 
eased with— 


Butiserpine’ 


You prescribe a calmer outlook almost immediately when you 
prescribe Butiserpine. 

Smooth-acting Butisol Sodium® goes to work at once on the 
tension-relief job, reducing nervous anxiety, while reserpine in 
safer low dosage gradually builds up its tranquilizing effect. 


Each tablet or teaspoonful of elixir contains: 

BUTISOL SODIUM® Butabarbital Sodium, 15 mg. (14 gr.) 
and Reserpine 0.1 mg. 

Butiserpine 

* Tablets © Elixir © Prestabs® Butiserpine R-A (Repeat Action Tablets) 


VINC., PHILADELPHIA 32, PA. 
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MicNEIL_kABORATORIES 


in peptic ulcer 


REFRACTORY 
CASES 
RESPOND T0 


OXYPHENCYCLIMINE HYDROCHLORIDE 


POTENT ANTICHOLINERGIC ACTION 


curbs secretion. when excessive 
normalizes motility when overactive 


Activity appears to be restricted to the desired site of action. 
Predictable therapeutic response in refractory cases. 


Potency and Prolonged Duration of Action - 10 mg. b.i.d. Average Dose 
Supplied as: 10 mg. white, scored tablets 


References: 1. Finkelstein, Murray: Journal of 
Pharmacology and Experimental Therapeutics, in 
press. 2. Winkelstein, Asher: Paper in preparation. 


*Trademark 
o 
on 
Pfizer) Science for the world’s well-being nee” 
CASES 
PFIZER LABORATORIES 


Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 
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NEW THERAPEUTIC CHEMICAL 


a NEW 


DIMENSION 
IN THE 
TREATMENT OF CONSTIPATION 


DOXIDAN 


The Surfactant Laxative 


“Ideal” laxative therapy has now been made possible by the application of a new principle based 
on the double surfactancy of the new therapeutic chemical, calcium bis-(dioctyl sulfosuccinate). 


Doxidan provides positive, reliable laxative action with: 

eGreatly reduced laxative dosage and optimal surfactancy. 

eThe least possible disturbance of normal body physiology. 

eFreedom from the discomfort of bowel distention. 

Freedom from “oily leakage” and interference with vitamin absorption. 

eFreedom from pain and “cramping.” 

eGreatly reduced risk of laxative habituation. 
No longer is a “cathartic flush” needed to expel a hardened resistant fecal mass. Instead, once 
calcium bis-(dioctyl sulfosuccinate) has rendered the mass malleable and mobile, a gentle peri- 
staltic stimulant is all that is needed to correct bowel dysfunction. 

Doxidan is a true synergistic combination of calcium bis-(dioctyl sulfosuccinate), the 
new surfactant fecal softener, and Danthron, a mild peristaltic stimulant which acts solely in 
the lower bowel. 

This new dimension in treatment (Doxidan therapy) results in soft, “normal” stools 
gently stimulated to evacuation. 

Each maroon soft gelatin capsule contains 50 mg. Danthron (1,8-dihydroxyanthraquinone) 
and 60 mg. calcium bis-(dioctyl sulfosuccinate). 
dosage: For adults and children over 12, one or two capsules. For children, age 6 to 12, one capsule. 
Give at bedtime for 2 or 3 days or until bowel movements are normal. 
supplied : Bottles of 30 and 100 soft gelatin capsules. 


i LLOYD BROTHERS, INC. | CINCINNATI 3, OHIO 
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In the Treatment of Rheumatic Disorders 
Greater stability of maintenance dosage 
minimizes risks of hormonal imbalance 


In Sterazolidin, the anti-inflammatory actions of prednisone and Butazolidin* 
are combined to permit lower effective dosage of each. Clinical experience 
has indicated that patients can be well maintained on this combination over 
prolonged periods with relatively low, stable dosage levels of each component, 
thus minimizing the problems arising from excessively high doses of corti- 
costeroids. Other side effects have also been gratifyingly few. Antacid and 
spasmolytic components are contained in Sterazolidin capsules for the benefit 
of patients with gastric sensitivity. 


Sterazolidin®: Each capsule contains prednisone 1.25 mg.; phenylbutazone 
50 mg.; dried aluminum hydroxide gel 100 mg.; magnesium trisilicate 150 mg.; 
homatropine methylbromide 1.25 mg. 


Detailed information available on request. 
*Gelgy’s trademark for phenylbutazone—Reg. U. S. Pat. Off. 


new 


prednisone-phenylbutazone, Geigy 


Geigy Ardsley, New York 
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THE MUTUAL BENEFIT LIFE 


Vox. 58, Fes. 1959 


true 
security 


can be yours with 
a plan tailor-made 
for your special needs 


As a physician, you know that only 
proper diagnosis and preventive meas- 
ures now can protect your patients’ 
future, and that you are especially 
qualified to offer this particular pro- 
tection. 

Similarly, as insurance specialists, 
the people of Mutual Benefit Life are 
unusually qualified to examine your 
present and coming needs and to pro- 
tect your future. More than a century 
of serving the medical professions has 
given us thorough experience concern- 
ing your particular circumstances. 


Mutual Benefit Life offers you 
TRUE SECURITY tailored to your 
career and to the future of you and 
your family. This plan will fit your 

rticular earning curve which starts 
ater, rises rapidly, declines sharply 
without the cushion of company bene- 
fits. Flexible Mutual Benefit Life plan- 
ning will take into account all such 
special considerations in giving you 

RUE SECURITY. 


Ask your Mutual Benefit Life man 
about TRUE SECURITY. A person- 
alized, comprehensive plan can be 
yours today with the most liberal 
coverage in Mutual Benefit Life’s 113- 
year history—and at a new low cost. 


MUTUAL BENEFIT 


The Li da Insurance Company 
for TRUE SECURITY 


INSURANCE COMPANY. NEWARK. NEW JERSEY 
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The drug that lowered this 


patient’s blood pressu 
side effects now available 


e 
T.M. 


for your prescription... 


here the full story... 


Createdby CI BA 
World Leader in 
Hypertension Research 
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a major improvement in rauwolfia 


a major advance in antihypertensive therapy 


Developed after three years of basic research, proved during one of 
the most extensive clinical trials in pharmaceutical history, here is 


what Singoserp can do: 


Patient P. K. was first seen with a blood 
pressure of 220/138 mm. Hg; he com- 
plained of headache, palpitation, 
nervous tension and hyperhidrosis. 


Hospitalized briefly for observation and treatment, 
he was placed on a 4-Gm. sodium diet, plus chloro- 
thiazide and mecamylamine regulated according to 
b.p. reading, which he was taught to take himself. 


One month later his blood pressure was 140/104; 
he complained of dryness of mouth, chest pain, 
constipation and nocturia (twice a night). He was 
then started on Singoserp (0.5 mg. daily) with in- 
structions to reduce the other medications to the 
extent possible, as evidenced by his b.p. readings. 


After five months on Singoserp the patient's blood 
pressure ranged between 120/84 and 140/100. No 
mecamylamine was required; only 14 the original 
dose of chlorothiazide was required. One month 
later, chlorothiazide was stopped and the patient 
was maintained.on Singoserp alone, 1 mg. b.i.d. 
Favorable blood pressure response continues and 
patient feels well. Since taking Singoserp patient 
reports no chest pain, no mouth dryness, no other 
side effects. 
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Solves the Side Effects Problem 
in Most Hypertensive Patients 


1. For new hypertensive patients Singoserp is the ideal antihyperten- 
sive drug for new patients because it lowers blood pressure without 
creating the side effects problem posed by conventional rauwolfia agents. 


2. For hypertensive patients already undergoing drug treatment 
Singoserp, added to any antihypertensive regimen, makes it possible 
to maintain blood pressure levels achieved with more potent agents, 
while reducing their dosage requirements—or even eliminating them 
altogether in some cases. 


infrequent side effects—“The chief advantage of [Singoserp] over 
other Rauwolfia derivatives seems...to be the relative infrequency with 
which it produces disturbing side effects.” 


Less sedation—“It [Singoserp] is approximately equipotent to reserpine 
as a hypotensive agent but is definitely less sedative or tranquilizing.”? 


Depression relieved—‘‘In those patients who had been depressed, 
[Singoserp] was substituted for other Rauwolfia preparations and within 
a period of one to two weeks this depression was relieved.” 


Created in the laboratory by altering the 
reserpine molecule so as to preserve its antihy- 
pertensive property and virtually eliminate its 
undesirable side actions. 


H 


OCH, 


Dosage: Jn New Patients: Average initial dose, 1 to 2 tablets (1 to 2 mg.) daily. Some 
patients may require and will tolerate 3 or more tablets daily. Maintenance dose will 
range from 14 to $ tablets (0.5 mg. to 3 mg.) daily. When necessary for adequate con- 
trol of blood pressure, more potent agents may be used adjunctively with Singoserp 
in doses below those required when they are used alone. Jn Patients Taking Other 
Antihypertensive Medication: Add 1 to 2 Singoserp tablets (1 to 2 mg.) daily. Dosage 
of other agents should be revised downward to a level affording maximal control of 
blood pressure and minimal side effects. 


Supplied: Singoserp Tablets, 1 mg. (white, scored); bottles of 100. 
References: 1. Herrmann, G. R., Vogelpohl, E. B., Hejtmancik, cc I B A 


M. R. C.: To be published. 2. Wolffe, J. B.: Mod. 
958. 3. Bartels, C. C.: To be published. SUMMIT, N. J. 
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Exactly how 


does new Halodrin* restore the 
“premenopausal prime” 


in postmenopausal women? 


Webster defines “prime” as the period of greatest health, strength, and beauty. In a woman, these are the 
childbearing years between puberty and menopause—the years when her hormone production is highest. 

The inevitable reduction in this hormone production as she enters the menopause often results in physical 
discomfort in the form of hot flushes, nervousness, insomnia, or a multiplicity of other symptoms with which 
you are familiar. Superimposed on this physical picture is the psychic trauma brought on by this unavoidable 
evidence of aging. The thing that brings her to a physician is simply that she “feels bad.” 

You can’t make her 35 again—but the odds are good that you can make her feel like it! The secret is a 
combination of reassurance and hormones. The exact form and amount of the former defy objective analysis, 
but the latter can now be provided with scientific precision. Reduced to essentials, here is the explanation ot 
exactly how hormones—in the form of Upjohn’s new Halodrin—restore the “premenopausal prime.” 

The normal premenopausal woman excretes estrogens in the urine in the form of estradiol, estrone, and 
estriol, in an approximate 28-day average ratio of 39:15:46. Starting with this urinary excretion of estrogens, 
it is possible to calculate backwards and estimate the amount of estradiol that must have been secreted endo- 
genously in order to produce these urinary levels. This is possible because the proportion of estrogens which 
appears in the urine following parenteral administration has been established in castrated women. 

On this basis, the average endogenous output of estrogens is about 160 micrograms per day during a 
menstrual cycle, and 80 micrograms per day in postmenopausal women (see chart opposite). Therefore, the 
restoration of the “premenopausal prime” in the postmenopausal woman requires the replacement of approxi- 
mately the equivalent of the 80 micrograms of estradiol per day that she no longer secretes endogenously. 

Oral ethiny! estradiol is about 2 to 2% times as potent as parenteral estradiol. Therefore, the replacement 
of 80 micrograms of endogenous estradiol production per day is accomplished by the oral administration 
of 32 to 40 micrograms of ethiny] estradiol per day. 

Each Halodrin tablet contains 20 micrograms of ethinyl estradiol, which means that the recommended 
dosage of 2 tablets per day provides 40 micrograms of ethinyl estradiol. This offsets the loss of 80 micrograms 
of endegenous estradiol production in the menopausal woman; i.e., restores the “premenopausal prime.” 

Each Halodrin tablet also contains 1 mg. of Upjohn-developed Halotestin* (fluoxymesterone)—the most 
potent oral androgen known. The primary purpose is to “buffer” the ethinyl estradiol just enough to prevent 
breakthrough bleeding, which is obviously undesirable in the menopause. It also exerts other beneficial hor- 
monal effects, one of which, in common with ethinyl estradiol, is a powerful anabolic action so desirable in 


atients of advanced years. ~ 


STRAOEMARK, REG. U.S. PAT. OFF. COPYRIGHT 1958, THE UPJOHN COMPANY 
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Endogenous estrogen secretion (mcg./24 hours) 
(calculated from average 24-hour urinary excretion 
of estradiol, estrone, and estriol) 


Menstruation 


Estradiol mcg./24 hrs. 


Average daily secretion, 
premenopausal 


Average daily secretion, 
postmenopausal 


—12 


-10 -8 -6 -4 -2 @® +2 +4 +6 +8 +10 +12 +414 


Days from ovulation 
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Now-in acute skeletal muscle spasm 
A SPEEDIER RETURN TO 


1 In 33 adults with skeletal muscle spasm secondary to acute 
trauma: 
“All patients of this group received some degree of 
relief from the drug, and it is interesting that there 
was a significant degree of reduction in skeletal muscle 
spasm in 96% of these patients.”! 


2 in 39 patients with herniated lumbar and cervical discs, 
who received methocarbamol for relief of pain and muscle 
spasm: 

“The response was judged to be pronounced in 25”... 
“moderate” in 13. “In most instances the attacks sub- 
sided quickly, so that the patients could continue to 
work or go back to work sooner than expected.” 


3 ini7 patients with acute muscle spasm: 
“An excellent result, after methocarbamol administra- 
tion, was obtained in all patients with acute skeletal 
muscle spasm.”? 


4 in30 patients with pyramidal tract and acute myalgic dis- 
orders: 

“Use of this drug (Robaxin) resulted in significant im- 

provement in 27 (90%), questionable improvement im 

2, and none in 1... No side-effects developed after 72 


hours on the medication.’”4 


5 in 60 industrial workers with uncomplicated skeletal mus- 
cle spasm: 
“Results were gratifying in that 55 workers, or 92%, 
could return to full or light duty. No side effects were 
encountered.”® 


Supply: Ropaxin Tablets, 0.5 Gm., in bottles of 50. 


References: 1. Carpenter, E. B.: Southern M.J. 51:627, 1958. 2. Fer- 
syth, H. F.: J.A.M.A. 167:163, 1958. 3. O’Doherty, D. S., and Shields, 
C. D.: J.A.M.A. 167:160, 1958. 4. Park, H. W.: J.A.M.A. 167:168, 1958. 
5. Plumb, C. S.: Journal-Lancet 78:531, 1958. 


A. H. ROBINS COMPANY, INC. 7 


Richmond 20, Virginia Robins 


Ethical Pharmaceuticals of Merit since 1878 
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&TOINORMAL ACTIVITY” 


Beneficial results in 94.4% of patients in 5 clinical studies '**** 
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PHENAPHEN 
Basic non-narcotic formula 


PHENAPHEN No. 2 


(16.2 mg.). 


| PHENAPHEN No. 3 


(32.4 mg.). 


PHENAPHEN No. 4 


(64.8 mg.). 


Acetylsalicylic acid (2% gr.) .... 162 mg. 


Phenacetin (3 gf.) 194 mg. 
- Phenobarbital (% gr.) ............5. 16.2 mg. 
Hyoscyamine sulfat 0.031 mg. 


Eaaehen with Codeine Phosphate % gr. 


Phenaphen with Codeine Phosphate 14 gr. 


Phenaphen with Codeine Phosphate 1 gr. 


aximum safe analgesia 


Pain relief —tailored to patient need —even (in 
many cases) eliminating the need for morphine, 
“the drug of last resort,” through — 
e Four convenient PHENAPHEN potencies 
— for individual selection, to match the in- 
tensity of pain © 
e Flexibility of dosage 


—for easy adjustment (1 or 2 capsules, as 
needed) to cope with variations in the level 
of pain 

ADVANTAGEOUS COMBINATION 
“Combinations of codeine with mild analgesic 
agents are commonly used to relieve pain re- 
fractory to the mild analgesic agent alone. Such 
combinations offer the advantage that pain re- 
lief may be afforded by doses of codeine that are 
ineffective when given alone.” ! 


DOSAGE — One or 2 capsules as required. 


suppty — Bottles of 100 and 500 capsules. 


1. Gross, E. G., and Keasling, H. H.: Postgrad. Med. 24:235, 1958. 
2. Ritchie, W. P.: J.-Lancet 76:147, 1956. 


A.H. ROBINS CoO., INC., RICHMOND 20, VA. 


Ethical Pharmaceuticals of Merit since 1878 
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*DURABOND 


A new principle in medicine that controls absorption 
rather than dissolution or release, independently of 
gastrointestinal motility or specific pH, Maintains 
constant rather than sporadic blood levels, hence no 
over-release or under-release. This gives smooth ther- 
apeutic results, rare incidence of side effects, Works 
even in liquid form for children (Rynatan Suspension). 

, *Neister Exctusive, Patent Pending 


RYNATAN TABULES... 
For adults and older children 


RYNATAN SUSPENSION... 
For children (as young as 6 months) 


Rynatan contains: Each 


tabule 
Phenylephrine tannate,....... 25.0 mg. 
Prophenpyridamine tannate. . mg. 
Pyrilamine tannate.....2...... 37.5 mg. 


Dose: q. 12 h.: Tabules 1-2. Suspension: Children 


under 6 yrs. 4-1 tsp.; over six 2-3 tsp. 


Even with a cold 


New long acting’*® 


Keeps heads crystal clear 


10-12 hours with a single Oral dose 
with remarkable lack of side effects" 


Entirely new long acting oral nasal decongestant 
chemically and physically different—utilizing 
the DURABOND* principle*® 


Longest relief of any medication 
comfort all day or all night with a 
single oral dose* 


Remarkable lack of side effects 

“ ,.0f 311 patients, incidence of side effects 
was only 2.2 per cent. Evidence of sedation was 
(only) 1.2 per cent. 


AS Stops excessive post-nasal drip 
and resulting night cough, irritation, 


secondary infection 


1, Lawler, E. G. and: Limperis, N.M.: Clin, Med. (Dec.) 1958, 2, Medical. Science, 3:376-377 (Mar. 25) 
1958. 3..Cavailito, C. J. and Jewell, R.: J. Am. Pharm. A. (Scient. Ed.) 47:165-168, 1958, 4. Antibiotic 
Med. & Clin, Therapy 5:578-581 (Sept.) 1958. ; 


Samples and literature on request 


e 
IRWIN, NEISLER & CO., Decatur, itt. 


Available in Canada through Lakeside Laboratories (Canada) Ltd., Toronto 


Rynatan 
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suspension 
5.0 mg. 
12.5 mg. 
| 12.5 mo. 


Important New Booxs F. A. DAVIS 


Just Off Press— A Momentous New Book—DR. S. THOMAS GLASSER’S 


Principles of PERIPHERAL VASCULAR SURGERY 


Here you will see a vivid record of the great progress made 
in recent years in the field of vascular repair . . . the impor- 
tant principles of diagnosis and treatment, the advanced med- 
ical and surgical aids. New light on achievements in limb 
salvage. 

Dr. Glasser, an outstanding worker, brings a volume of real- 
life clinical views that reflect his intensive work and studies 
on thousands of cases. He stresses early diagnosis, shows how 
vascular conditions are frequently unrecognized and lead to 
complications in many cases. 


DIAGNOSIS is covered in clear-cut clinical pictures that take 


New! By 12 AMERICAN LEADERS 


HEAD ‘Edited by 
ACHE: Diagnosis and Treatment: 


Today’s approach to HEADACHE .. . the proved methods 
of 12 accomplished workers are now spread for your imme- 
diate use in this important new book. The authors focus their 
material on sharp analysis of causes, the mechanisms of head- 
ache, diagnostic methods, pharmacotherapy, the role of the 
eye, ear, nose and throat; allergy and systemic disease; intra- 


up etiology, physiology, pathology, signs and symptoms, the 
individual characteristics of varied vascular diseases. TREAT- 
MENT is detailed in Dr. Glasser’s frank terms that discuss 
indications and contraindications, his recommended medical 
and surgical measures, counsel on drugs and their special 
characteristics. 
Peripheral vascular diseases are painstakingly reviewed in 
this fact-packed book . . . every phase openly discussed in Dr. 
Glasser’s astute terms of what and why and how. 


By S. THOMAS GLASSER, M.D., C.M., F.A.C.S., F.A.C.A., Associate Clin- 
ical Professor of Surgery at New York Medical College. 424 large 7”x10” 
double column pages, illustrated. $12.50 


cranial disorders; migraine and tension headache; psychiatric 
and psychogenic factors; major cranial neuralgias, and surgi- 
cal treatment. This rational treatment of headache is covered 
in 12 AUTHORITIES’ clear terms of causes, effects, and 
treatment. 


Edited by Arnold P. Friedman, M.D., and H. Houston Merritt, M.D., Colum- 
bia University. 400 pages, illustrated. $8.00 


MANTER'S 
3 Clinical Neuroanatomy 
and Neurophysiology 


NEW! Dr. Manter gives a striking 
simplicity to what has always been a 
complex subject. He sharply portrays 
. the nervous system in a manner that 
shows the anatomical facts closely al- 
lied with functional and practical as- 


ALPER'S 
Clinical Neurology 
New (4th) Edition 


Important new knowledge is _pre- 
sented in this revised edition of Dr. 
Alper’s noted book. Of special impor- 
tance is the new work on Epilepsy, 
Vascular Diseases, Encephalitis, Neu- 
ritis and Infantile Palsies. This book 
gives the sound counsel of a distin- 


STROUD & STROUD'S 
Cardiovascular 
Disease 


1959 Revision Pages are now in- 
cluded in this outstanding guide on 
heart disease, furnishing many impor- 
tant new developments. This service- 
able loose-leaf work will be kept up 
to date. 60 world leaders collaborate 
to make available this foremost post- 


pects. Here is neuroanatomy .. . in 


ACTION! 
By JOHN T. MANTER, Ph.D., 144 
pages, illustrated. $3.00 $11.5¢ 


SEND AT ONCE, ON APPROVAL.............. 


Vor. 58, Fes. 1959 


guished clinician and neurologist. 
By Bernard J, Alpers, M.D., Se.D. (Med.), heart and blood v Is. 
Jefferson Medical College. 906 pages, illustrated. 


F. A. DAVIS COMPANY, 1914 Cherry Street, Phila. 3, Pa. 


graduate course in diseases of 


Edited by William D. Stroud, M.D., F.A.C.P. 
and Morris W. Stroud, III, M.D. 2 loose-leaf 
I 900 ill i Boxed, $35.00 
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Tetracycline with Citric Acid LEDERLE 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York Qaterie) 
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"In France they say, "* 


* 


Kd 


“J’ai dormi 
un ours” 


Your patients will say 


“I slept like a log” 
after taking 


Journat A.O.A. 
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NOW in any language, NOLUDAR 300 
is synonymous with sound, restful sleep. 


EFFECTIVE: 


HIGHLY 
ACCEPTABLE: 


INDICATIONS: 


DOSAGE: 


REFERENCES: 


New NOLUDAR 300 acts promptly to induce sound, 
refreshing sleep of normal duration and quality 123 

. . . followed by a clear-eyed awakening, without 
“hangover” effects. 


NOLUDAR 300 is free of barbiturate risks such as 
addiction or overdosage. Even minor side reactions are 
rare.!.2.4 In terms of safety, NOLUDAR “appears 

to afford all one can possibly expect 

from a drug of this type.’’! 


In a study of 1015 cases,! all patients expressed 

satisfaction with the quality of action’ of NOLUDAR. 

«|. . 97.9 per cent rated the hypnotic effect of NOLUDAR 
as at least equal, or superior to barbiturates they had 
previously received.” 


Insomnia due to mental unrest, excitement, fear, 
worry, apprehension or extreme fatigue. 
Adults—One 300-mg capsule before retiring. 

Do not exceed prescribed dosage. 


1. O. Brandman, J. Coniaris and H. E. Keller, J.M. Soc. New Jersey, 52:246, 1955. 
2. L.J.Cass,W.S. Frederikand J.B. Andosca, New England J. Med., 253 :586, 1955. 


3. E. H. Loughlin, W. G. Millin, J. Schwimmer and M. Schwimmer, 
Internat. Rec. Med., 168:52, 1955. 


4. P. A. Radnay, Postgrad. Med., 21:617, 1957. 
NOLUDAR®—brand of methyprylon 


ROCHE LABORATORIES « Division of Hoffmann-La Roche Inc « Nutley 10 « New Jersey 
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—with its antitussive-antihistaminic-expectorant actions— 
tackles coughs that ‘Shang on”’ after colds—coughs of allergic 
or non-allergic origin. 


CLISTIN EXPECTORANT is pleasantly fruit flavored, 
lemon-yellow colored, non-narcotic—does not upset the 


stomach. 


Each 5 cc. contains: Clistin® Carbinoxamine Maleate 2 mg., Ammonium Chloride 120 mg., Sodium Citrate 
120 mg., Potassium Guaiacolsulfonate 60 mg., Chloroform 0.01 cc., Benzyl Alcohol 0.3 % 


Ais cough ts ne ..the cough that had 
lingered on and Of, 
\ 
iP 
a McNEIL LABORATORIES, INC. + PHILADELPHIA 32, PENNSYLVANIA 


In angina pectoris, even after myocardial infarc- 
tion, an early return to useful activity is now 
recognized as of special therapeutic value.’ Ideal 
protective medication for the active, employed 
anginal patient is provided by METAMINE® Sus- 
TAINED, b.i.d. (1 tablet on arising and 1 before 
the evening meal). There is little danger of a 
skipped dose; the patient “is more faithful” to 


this simplified regimen. And METAMINE SUS- . 


TAINED protects many patients refractory to other 
cardiac nitrates.* Moreover, when you prescribe 


1, Slipyan, A.: J.A.M.A, 168:147, Sept. 13, 1958, 2, Fuller, H. L. and Kassel, L, E.: Antibiotic Med. & Clin. Therapy, 3:322, 1956, 


Back at work ...no angina in 2 months 
...on Metamine Sustained b.i.d. 


METAMINE SUSTAINED, q. 12 h., your patient re- 
quires less nitroglycerin and remains fully re- 
sponsive to that vital emergency medication. And 
METAMINE SUSTAINED (aminotrate phosphate, 10 
mg., LEEMING) is virtually free of nitrate side 
effects (nausea, headache, hypotension) .” 

Supplied: bottles of 50 and 500 sustained-release tab- 
lets. Also: METAMINE, METAMINE WITH BUTABARBITAL, 
METAMINE WITH BUTABARBITAL SUSTAINED, 
METAMINE SUSTAINED WITH RESERPINE. 


That. Leeming Gene. New York 17. 


1 tablet 
all night 
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Natalins® Comprehensive 


Vitamins and minerals, Mead Johnson 


tablets 


NEW...prenatal supplements / both especially for multiparas 


/ 


12 significant vitamins and minerals 


Natalins® Basic / 


Vitamins and minerals, Mead Johnson 


tablets 


4 basic vitamins and minerals 


\ 


convenient one-a-day dosage 


two formulations to meet indi- 
vidual needs of your patients 


The need of the multipara for sup- 
plemental nutrition may be greater 
as successive pregnancies deplete 
her stores of nutrients. Anemia has 
been found to occur more fre- 
quently in multiparas than in 
primigravidas' — 


Natalins Comprehensive and Basic 
meet this need generously —iron 
(40 mg. per tablet), ascorbic acid 
(100 mg. per tablet) and calcium 
(250 mg. per tablet). 


1. Traylor, and Torpin, R.: Am. J. Obst. & Gynec. 61:71-74 (an.) 1955. 


Mead Johnson 


Symbol of service in medicine 


7 

= 
I 
i | 


two new 


teaspoon vitamins 


for children 


Siz essential vitamins, Mead Johnson 


Ten significant vitamins, Mead Johnson 


delicious orange fiavor 
well accepted by children and parents 
easy to take, easy to give 


From the unique ‘Vi-Sol’ vitamins, you can anos | cone | Etec 


& 


select a formulation 3 6 10 and 


Poly-Vi-Sol 
Six esséntial vitamins, Mead Johnson 


dosage form \© j to meet the physiologic 


needs of each of your pediatric patients. 


Tri-Vi-Sol 
Three basic vitamins, Mead Johnson 


Tri-Vi-Sol—vitamins A, D and C; Poly-Vi-Sol—vitamins A, D, C, B1, B2 and niacin; Deca-Vi-Sol—vitamins A, D, C, B1, B2, niacin, pyridoxine, panthenol, B12, and biotin. 


\ Mead Johnson 


Symbol of service in medicine 
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EXTENDED 


BEYOND COUGH CONTROL 
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QMP EXPECTo_IPYRETIC 
RANT 


COMPOUND 


BROADENS THE RANGE OF COUGH / COLD THERAPY 


Effective antitussive (“Cothera”) \ 
TO MODERATE THE COUGH PROMPTLY — SPECIFICALLY 
without sedation and respiratory depression 


IN PALATABLE SYRUP FORM 


Newest antihistamine (“Theruhistin’’) Rach ice 


TO COUNTERACT HISTAMINE-INDUCED SYMPTOMS 


with full potency and virtually no sedation Dimethoxanate HCl .... 25 mg. 
IsothipendylHCl....... 2 mg. 
Systemic decongestant (/-phenylephrine HCl) (“Theruhistin’ 


TO RELIEVE SINUS AND NASAL BLOCKAGE 


by direct, sustained vasoconstricting effect 


Acetaminophen ........ 100 mg. 
Analgesic-antipyretic (acetaminophen) 

TO RELIEVE PAIN, FEVER, AND HEADACHE 
through potent but selective central action 


Ammonium chloride .... 100 mg. 
Sodium citrate......... 50 mg. 


Chloroform........... 0.25% 
Expectorants (ammonium chloride, Contains 10% alcohol 

sodium citrate and chloroform) 

TO SOOTHE IRRITATED MUCOSA AND PROMOTE EXPECTORATION 

by demulcent, liquefying, and 

counterirritant properties 


Usual dosage: Adults—1 to 2 teaspoonfuls (5 to 10 cc.). Children (2 to 8 years) — 
% to 1 teaspoonful. Three or four times daily. 


Supplied: No. 936 — Bottles of 16 fluidounces and 1 gallon. 


COTHERA’ syRUP 


Brand of Dimethoxanate hydrochloride 


CONTROLS THE COUGH... 
Selectively—preserves the useful function of ‘the cough reflex. Safely No toxicity 
reported. Swiftly—acts within minutes ... lasts for hours. Surely= preferred to dihydrocode- 
inone by 12 out of 15 patients.* 


Usual dosage: Same ag for “Cothera” Compound, 
No. 934—25 mg. cc. bottles of 16 ‘and 1 gallon 


AYERST LABORATORIES New York 16, N. Y. - Montreal, Canada 
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AN 
AMES 
CLINIQUICK™ 


CLINICAL BRIEFS 
FOR MODERN PRACTICE 


How can the problem of “‘postchole- 
cystectomy syndrome’ be reduced? 


A “routine” operative cholangiogram is now recommended in addition to 
thorough surgical exploration, reducing the number of cholecystectomized 
patients later presenting the same symptoms as before the operation. 


Source: Vazquez, S. G.: J. Internat. Coll. Surgeons 28:394, 1957. 


for pre- and postoperative 


management of biliary EC 0 N° 
tract disorders... “therapeutic bile” 


Hydrocholeresis with DECHOLIN combats bile stasis by flushing the biliary tract 
with dilute, natural bile... 


* corrects excessive bile concentration 

* helps to thin gallbladder contents 

+ benefits patients with chronic cholecystitis, noncalculous cholangitis, and 
biliary dyskinesia 


in functional G.I. distress... EC H L i 
with BELLADONNA 
¢ reliable spasmolysis Al MES 


+ improved liver function Elkhart « Indiona 


Toronto * Canada 


available: DECHOLIN Tablets: (dehydrocholic acid, AMES) 3% gr. 
(250 mg.). Bottles of 100, 500 and 1,000; drums of 5,000. a a 
DECHOLIN with Belladonna Tablets: (dehydrocholic acid, AMES) A i 


3% gr. (250 mg.) and extract of belladonna % gr. (10 mg.). 3 
Bottles of 100 and 500. : ‘i 
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22. 
Much better—thank you, doctor 
Proven in research Proven in practice 
1. Highest tetracycline serum levels 4. More rapid clinical response 
2. Most consistently elevated serum levels 5. Unexcelled toleration 


3. Safe, physiologic potentiation 
(with a natural human metabolite) 


COSA-TETRACYN 


GLUCOSAMINE-POTENTIATED TETRACYCLINE 


CAPSULES ORAL SUSPENSION PEDIATRIC DROPS 


THE COSASAUR, emblem of the COSA antibiotics, symbolizes the natural origin of glucosamine—a ‘substance 
widely distributed throughout the plant and animal world. Today, as in the dinosaur era, “Cosa” is basic to life. 


Pfizer) Science for the world’s well-being 


PFIZER LABORATORIES *TRADEMARK 
Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N.Y. 
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Neo-Synephrine now has three complementary compounds added to its own depend- 
able, decongestive action for more complete control of the common cold syndrome. 


The “syndromatic” action of Neo-Synephrine Compound Cold Tablets brings new and 
greater effectiveness to the treatment of the common cold syndrome. / 


protection. .. through the full range of common cold symptoms 


Each tablet contains: 


NASAL STUFFINESS, TIGHTNESS, RHINORRHEA 


NEO-SYNEPHRINE HCI 5 mg........... First choice in decongestants for its mild but durable 
action and excellent tolerance. 


ACHES, CHILLS, FEVER 4 
ACETAMINOPHEN 150 mg. ........... Dependable analgesic and antipyretic 


RHINORRHEA, ALLERGIC MANIFESTATIONS 4 


THENFADIL® HCI 7.5 mg. ............. Effective antihistaminic to relieve rhinorrhea and 
enhance mucosal resistance to allergic complications. 


LASSITUDE, MALAISE, MENTAL DEPRESSION 


CAFFEINE 15 mg. 


DOSE: Adults: 2 tablets three times daily. Bottles of 20 and 100 tablets. 
Children 6 to 12 years: 1 tablet three times daily. 


1ephrine (brand of phenylephrine) 


adil (bremnd of thenyidiamine), vt NEW YORE 18, 
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DIURIL, WITH RESERPINE 


more hypertensives can be better controlled 
with DIUPRES than with any other agent 
... with greater simplicity and convenience 
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a logical alliance of two antihypertensives 
you know and trust provides 


increased effectiveness, decreased side effects 


potentiated effect 
DIUPRES produces an effect greater than either DIURIL or reserpine alone. It is effective 
in many patients who respond inadequately or not at all to either DrURIL or reserpine. 


Average antihypertensive effect 
of rauwolfia and rauwolfia+DIURIL 
in 25 patients’ 


Average antihypertensive effect 
of reserpine and DIURIL+reserpine 
in 7 patients? | 


after 3 weeks 12 weeks control: reserpine: DIURIL 
6 months after after (12.3% +reserpine: 
rauwolfia adding adding reduction) (26.2% 
therapy DIURIL DIURIL reduction) 


al 
260 q 
250 n 
240 
220 
210 : 
200 
190 
160 — - 
100 | Lt = 


DIURIL, WITH RESERPINE 


DIUPRES by itself usually provides effective therapy for a 
majority of patients with mild or moderate hypertension, 
and even for many patients with severe hypertension. 
Many patients now treated with other agents which fre- 
quently cause distressing side effects can be adequately 
managed with well tolerated DIUPRES. 


Should other drugs need to be added to DIUPRES, they can 
be given in much lower than usual dosage so that their 
side effects are often strikingly reduced. 


The antihypertensive action of DIUPRES is rapidly evident. 
(Considerable time may elapse before the antihyperten- 
sive effect of reserpine alone is observed.) 


DIUPRES may be expected to cause fewer and less severe 
side effects than are encountered with other antihyper- 
tensive therapy. (Since DIURIL and reserpine potentiate 
each other, the required dosage of each is usually less 
when given together as DIUPRES than when given alone. 
Such reduction in dosage makes side effects less likely 
to occur.) 


often obviates weight gain 

DIUPRES minimizes the problem of weight gain seen with 
reserpine (reserpine alone has been reported to produce 
weight gain in 50 per cent of patients).1++ 


virtually eliminates fluid retention 
DIUPRES is not likely to cause either clinical or subclinical 


retention of sodium and water. (Hypotensive drugs, par- 


ticularly rauwolfia® and hydralazine,® may cause fluid 
retention. Even when such retention is subclinical, their 
antihypertensive effectiveness is diminished.®) 


With piupREs, there is less need for rigid restriction of 
dietary salt, which patients find so burdensome. 
“It may well be that the drug [DIuRIL] produces 
the benefits of a markedly restricted low sodium 
diet but without its hardships.”* 


DIUPRES allays anxiety and tension, thus reducing the 
emotional component of hypertension. Organic changes 
of hypertension may be arrested and reversed. Headache, 
dizziness, palpitations and tachycardia are usually 
promptly relieved by DIUPRES. When the anginal syn- 
drome accompanies hypertension, the administration of 
DIUPRES may also cause diminution or even disappear- 
ance of this syndrome concurrent with control of the 
hypertension. 


convenient, controlled dosage 

Instead of two separate prescriptions, you write one pre- 
scription ... the patient takes one tablet, rather than two 
different tablets ... and the dosage schedule is easier for 
the patient to remember and follow. 

“patients have fewer lapses and make fewer mis- 
takes in dosage, the simpler the regimen can be 
made. Therefore I do not hesitate to use more 
than one medicament combined in one tablet, 
provided this gives approximately the correct 
dosage of 


economical 


DIUPRES will cost the patient less than if he were given 
two separate prescriptions for its components. 
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Indications: 
DIUPRES is indicated in hypertension of all degrees of 
severity. It can be used in the following ways: 


as total therapy 
e as primary therapy, adding other drugs if necessary 


e as replacement or adjunctive therapy in patients 
now treated with other agents 


Precautions: 

The precautions normally observed with DIURIL or reserpine 
apply to piuPREsS. Additional information on DIUPREs is 
available to physicians on request. 


Recommended dosage range: 
DIUPRES-500—one tablet one to three times a day. 
DIUPRES-250—one tablet one to four times a day. 
If necessary, other agents may be added. 
If the patient is receiving ganglion blocking agents 
or hydralazine, their dosage should be cut 
by 50 per cent when piupREs is added. 


500 mg. piurIL (chlorothiazide), 0.125 mg. reserpine. 
Bottles of 100, 1000. 


DIUPRES-250 


Deu pree- 250 mg. DiuRIL (chlorothiazide), 0.125 mg. reserpine. 
Bottles of 100, 1000. 


the first “wide range” antihypertensive 


_] 
DIURIL, WITH RESERPINE 


1. Rochelle, J. B., III, Bullock, A. C., and Ford, R. V.: Potentiation of antihypertensive therapy by use 
of chlorothiazide, J.A.M.A. 168:410, Sept. 27, 1958. 2. Freis, E. D., Wanko, A., Wilson, I. M., and Parrish, 
A. E.: Treatment of essential hypertension with chlorothiazide (Diuril), J.A.M.A. 166:137, Jan. 11, 1958. 
3. Freis, E. D.: Treatment of hypertension. (Presented at the Annual Meeting of Southern Medical Asso- 
ciation, Nov. 13, 1957.) 4. Moyer, J. H., Dennis, E., and Ford, R.: Drug therapy (Rauwolfia) of hyper- 
tension, A.M.A. Arch. Int. Med. 96:536, Oct. 1955. 5. Perera, G. A.: Edema and congestive failure related 
to administration of rauwolfia serpentina, J.A.M.A. 159:439, Oct. 1, 1955. 6. Wilkins, R. W.: Precautions 
in use of antihypertensive drugs, including chlorothiazide, J.A.M.A. 167:801, June 14, 1958. 


m@po MERCK SHARP & DOHME, DiviSION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


*DIUPRES and DIURIL (chlorothiazide) are trademarks of Merck & Co., Inc 


SUSAN’S IDEA TOOK THE WAIT 
OUT OF THE WAITING ROOM 


She kept complaining about 
my old x-ray machine — said 
she could accomplish more if 
only she had that new G-E unit 
I’d talked about. She’d have 
fewer retakes too— most of 
them were caused by the long 
exposures necessary with low 
power. 

From the day my new Patri- 
cian combination arrived I’m 
sure Susan felt her persistence 
had turned the trick. (And you 
know — she is working faster 
today! ) 


Patrician speeds x-ray examinations 


... and for such modest cost 


You'll find your work load lighter with Patri- 
cian’s big-table convenience. Best news is 200- 
ma, 100-kvp power, electronically timed. Self- 
tending recipromatic Bucky. Finger-tip control 
of fluoroscopic screen or optional spot-film de- 
vice. Angulation to 15° Trendelenburg. Auto- 
matic Bucky-slot closures for x-ray safety. Ask 
your G-E x-ray representative for full details. 
Or clip coupon for a copy of 

our fully illustrated catalog. 


X-RAY DEPARTMENT 
GENERAL ELECTRIC CO. 
Mil kee 1, Wi in, Rm. R-21 


(CD Please send me your 16-page PATRICIAN bulletin 


[ 
Progress ls Our Most Important Product (C Facts about deferred payment 
| 


GENERAL @ ELECTRIC 
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did you forget about osteopathic Christmas Seals? 


$75,000 


$45,000 — 90 Student Loans 
30,000 — Research 


$49,300 


19,720 = Research 


20,00 


15,000 


A-4 


Without funds from the Seal Campaign, sev- 
eral students may have to leave their studies 
in osteopathic colleges. Vital research projects 
may be discontinued for lack of money. Student 
loans and research share the seal returns as a 
separate project from the profession’s other 
fund-raising efforts. 


For the past several years, osteopathic 
Christmas Seals have brought an increasing 
sum for these two needs. This year, the cam- 
paign is lagging. If it does not gain momentum, 
it will be doubly costly to the students who 
must leave school without this help. 


The AOA student loan committee expects 
requests this year for at least 150 loans, 55 
more than were granted last year. Already, it 
has approved 113 loans, some to use money it 
doesn’t have as yet. Even with the loan fund’s 
60 per cent of the $75,000 seal goal, money 
would be provided for only 90 minimum loans 
of $500. Some money comes from repayment 
of earlier loans — but not nearly enough. 


The reasons for the greater need: 


The rising costs which you share upset many 
precarious student budgets .. . 


The recession of past months wiped out many 
part-time jobs... 

Only 15 per cent of today’s students have G.I. 
benefits, compared with 86 per cent of 1951... 
The government’s loan program has not been 
put into effect and would benefit only one or 
two students in each school at best... . 


If you have failed to send your contribution, 
or to follow through on your packets, please 
take the time from your busy day to help the 
future of your profession. 
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(1,8-dihydroxyanthraquinone) 


selective peristaltic stimulant 
action = no griping = well tolerated, 
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HERE STOOL SOFTENING IS ALSO INDICATED 


DORB. BANTYL FORTE. 


(Dorbane, 50 mg. -+ dioctyl sodium eames 100 mg.)* 


proportions peated by clinical trial in over 550 cases. 


M.: Clin. Med. 4:151, 1957.) 
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(Dorbane, 25 mg. + dioctyl sodium sulfosuccinate, 501 ; 
acs, INc., NEw York 1, N.Y. 


in management of the constipation “‘symptom-complex’’ 


Two NEW PRODUCTS 
as convenient tablets ... only 1 to 3 daily ; 


for bulk 


Celginace 


Calcium and sodium alginates and dioctyl sodium sul- 
fosuccinate, Mead Johnson 


tablets granules 


Celiginace provides smooth, non- 
irritating, ‘“‘hydrasorbent’”’ bulk in 
the intestine, not in the stomach... 


this avoids excessive gastric fulness and 
depression of appetite. 


1. Mulinos, M. G., and Glass, G. B. J.: Gastroenterology 24: 
385-393 (May-Aug.) 1953, 
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for stool softening — bulk 
— peristaltic stimulation 


Combinace 


Calcium and sodi 9 ’ y di sulfo- 
succinate and anthraquinone derivatives from cascara, 
Mead Johnson 


tablets granules 


When the patient presents a complex 
of symptoms and a comprehensive 
approach to therapy is indicated, 
Combinace provides (1) smooth, non- 
irritating, “hydrasorbent” bulk of 
alginates, (2) the predictable, yet 
gentle peristaltic stimulation of 
Peristim,®* (3) the moistening action 
of Colace. 

A single product ...with three-fold effect. 


Mead Johnson 


Symbol of service in medicine 


the constipation “symptom-complex” 


For each specific symptom or any combination of 
symptoms... you can select the anticonstipant 
which best meets the needs of the individual patient: 


if the need is for prescribe 

softer, easier-to-pass stools Colace®** 
predictable, gentle peristalsis Peri-Colace®; 
bulk in the intestine Ceiginace 

a combination of these effects Combinace 


*Standardized preparation of anthraquinone derivatives 


from cascara sagrada, Mead Johnson 


**Dioctyl sodium sulfosuccinate, Mead Johnson 
tDioctyl sodi If inate and anthraquinone derivatives 


from ‘cascara, Mead Johnson 
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Her business 
is venomous reptiles 


To a venomologist like Mrs. Eleanor Buckley of Wyeth, 
the story of reptilian venoms goes back far beyond man’s 
beginnings. But it is also a story of how modern medical 
science conquers the effects of venomous bites. 

Mrs. Buckley is an authority on Antivenin—an 
antisnakebite serum that is lifesaving to humans and their 
domestic animals. It is one of a number of Wyeth 

agents produced, not for profit, but as a public-health 
responsibility. 


Mrs. Buckley is shown here examining a live Mexican 
Beaded Lizard (aptly known as Heloderma horridum). 

Of all lizards, this and the Gila Monster are the only 
poisonous species known. The lizard in the picture is one 
of three obtained by Wyeth and now maintained at the 
Philadelphia Zoo for basic venom research, to be 

carried out at one of the city’s large medical schools. 


Mrs. Buckley is prominent in venomological circles for her 
published observations on lethal venoms. At Wyeth, she 
works closely with physicians of the Medical Division in 
elucidating procedures to help clinicians treat victims of 
snakebite poisoning. In line with the modern view, specific 
serotherapy is advocated. With many clinical authorities, 
Mrs. Buckley and her medical associates approve the 
passing of envenomation treatment by tourniquet, incision, 
and suction. They emphasize adequate initial dosage 

of serum. 


Identifying the serpent on the Aesculapian staff as the 
Elaphe longissima, Mrs. Buckley describes it as a non- 
venomous snake regarded in antiquity as a symbol of 
knowledge. Today, more than ever, medicine serves 
through knowledge and through the tools that knowledge 
provides. Among these is Antivenin, America’s only 
antisnakebite serum. 


Wyeth 


® 
Philadelphia 1, Pa. 
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THE CLINICAL PICTURE of the suspected hypothyroid patient is often vague. To 
confirm your suspicions and bring him into diagnostic focus, a therapeutic test with 
Proloid will prove decisive. 

Such hypothyroid patients with few exceptions must have lifetime thyroid supple- 
mentation. No wonder then that many physicians prefer Proloid for a safe, predictable 
metabolic response. It is odorless, economical and acceptable to the patient for long- 
term therapy. 

Proloid is the only purified but complete thyroglobulin. Proloid is assayed chemically 
to assure unvarying amounts of organic iodine, and biologically to assure uniform meta- 
bolic potency from lot to lot. Specify Proloid whenever thyroid therapy is indicated. 
Proloid is prescribed in the same dosage as ordinary thyroid but its response is smooth, 
uniform and predictable. 


safe, dependable, economical 


MORRIS PLAINS 
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TOCLASE 
red-colored, 


flavored syrup, 7.25 mg. 
Toclase per teaspoonful 
(5 cc.), bottles o 
3 fl.oz. and 1 pt. 


TYZINE Nasal Solution 
1-0z. dropper 
bottles, 0.1% 


1. Pace, W. G.: Mil. Med. 118:34, 1956. 


for nasal congestion 


® 
brand of carbetapentane citrate 
TOCLASE Expectorant TOCLASE Tablets 
amber-colored, cherry- red-colored, 
flavored syrup, 7.25 mg. 25 mg. per tablet, 
Toclase, 16.67 mg. terpin bottles of 25 
hydrate, 2.45 mg. chloro- 
form per teaspoonful 
(5cc.), bottles of 1 pt. 
® 


brand of tetrahydrozoline hydrochloride 


TYZINE Nasal Spray TYZINE Pediatric 

15 cc., in plastic Nasal Drops 

squeeze bottles, 0.1% 1/2-02z. bottles, 0.05%, 
with calibrated dropper 
for precise dosage 


an upright position. 


_ends the “‘coughathon” 


non-narcotic 


sugar-free 
acts directly on cough center 


“closely approximates 
fulfillment of all of the 
desired qualities of a 


decongestant” 


Note: As with certain other widely used 
nasal decongestants, overdosage may cause 
drowsiness or deep sleep in infants and 
young children: KEEP OUT OF HANDS OF 
CHILDREN OF ALL AGES. Do not use TyzINE 
Nasal Spray and Tyzine Nasal Solution, 
0.1%, in children under six years. When 
using Tyzine Nasal Spray in the plastic 
bottle, it should be admini only in 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, New York 
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EFFECTIVE AGAINST MOST STRAINS OF STAPHYLOCOCC) 


CHLOROMYCETIN 


COMBATS MOST CLINICALLY IMPORTANT PATHOGENS 


Surveys of in vitro performance of various antibiotics over the past several 
years indicate a definite decrease in activity against the staphylococcus.!* 
CHLOROMYCETIN, however, continues to demonstrate a high degree of potericy: 
against this stubborn pathogen.'* Even the strains responsible for hospital- 
acquired staphylococcal infections, which are resistant to most other antibiotics, 
may be sensitive to CHLOROMYCETIN.*® For this reason, it has been recom- 
mended for immediate use in suspected staphylococcal infections in infants, their 
mothers, and in surgical patients.'® 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in a variety of forms, including 
Kapseals® of 250 mg., in bottles of 16 and 100. 


CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias have 
been associated with its administration, it should not be used indiscriminately or for minor 
infections. Furthermore, as with certain other drugs, adequate blood studies should be made 
when the patient requires prolonged or intermittent therapy. 


REFERENCES: (1) Holloway, W.J., & Scott, E. G.: Delaware M. J. 30:175, 1958. (2). Roy, T. E., et al.: Canad. M.A]. 
77:844, 1957. (3) Markham, N. P, & Shott, H. C. W.: New Zealand M. J. 57:55, 1958. (4) Royer, A., in Welch, H., & 
Marti-Ibaiiez, FE: Antibiotics Annual 1957-1958, New York, Medical Encyclopedia, Inc., 1958, p. 783. (5) Blair, J. E., 
& Catz J. A.M.A. 166:1192, 1958. (6) Caswell, H. T., et al.: Surg., Gynec. & Obst. 106:1, 1958. (7) Fekety, F. R., 
et ake am. |. Paes. Health 48:298, 1958. (8) Godfrey, M. E., & Smith, I. M.: J.A.M.A. 166:1197, 1958. (9) Kessler, A. D., 
& Seott, R.B.: J. Die. Child. 96:294, 1958. (10) Shaffer, T. E.: J. Michigan M. Soc. 57:851, 1958. 
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IN VITRO SENSITIVITY OF PATHOGENIC STAPHYLOCOCCI TO CHLOROMYCETIN AND 
TO ANOTHER WIDELY USED BROAD-SPECTRUM ANTIBIOTIC FOR 1958, 1957, and 1955* 


1958 (200 STRAINS) 


ANTIBIOTIC A 37.5% 


1957 (200 STRAINS) 


ANTIBIOTIC A 61.0% 


1955 (42 TO 103 STRAINS) 


0 20 40 60 80 100 


*Adapted from Holloway and Scott.t In this study CHLOROMYCETIN 
and Antibiotic A were used in identical strengths of 5 mcg. 


: 
> 4 
3 
| 
4 
| 


The 
HOUSE-CALL 
ANTIBIOTIC 


e Effectiveness demonstrated in more 
than 6,000,000 patients since 
original product introduction (1956) 


e Extremely wide range of action is 
particularly reassuring when culture and 
sensitivity testing is impractical 


COSA 


More than 90 clinical references attest to superiority and 
effectiveness of Cosa-Signemycin (Signemycin). Bibliography 
and professional information booklet available on request. 


PF 
Pfizer) Science for the world’s well-being|Div 
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GLUCOSAMINE-POTENTIATED TETRACYCLINE WITH TRIACETYLOLEANDOMYCIN 


capsules + oral suspension + pediatric drops 


PFIZER LABORATORIES 
eing| Division, Chas.-Pfizer & Co., Inc., Brooklyn 6, N. Y. 
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The full therapeutic potential of 


nilamido-1,3-diazine 


A Unique New Antibacterial: while Madribon is classified 
chemically as a sulfonamide, it differs clinically from the other com- 
pounds in this category: (1) Madribon appears in the urine primarily 
as a highly soluble glucuronide. (2) Its activity in vivo is only slightly 
inhibited by PABA, suggesting earlier irreversible damage to the 
bacteria. 


An Impressive Clinical Record: Aiready in wide use in pri- 
vate practice, Madribon has an extensive background of clinical stud- 
ies involving more than 10,000 patients which has demonstrated that 
it is more than 90% effective in a wide range of upper respiratory 
and other infections including: 


tonsillitis adenoiditis rhinitis 
pneumonia pharyngitis mastoiditis 
bronchitis Otitis media 


Wide Spectrum: Madribon has proven effective clinically when 
the following microorganisms are involved: 


Str. hemolyticus Pneumococcus Ps. aeruginosa 
Staph. aureus K. pneumoniae Salmonella 
Staph. albus E. coli P. vulgaris 
Meningococcus P. mirabilis 


Safety: “Continued medication for as long as a month was unac- 
companied by any undesirable reactions.”! The incidence of side ef- 
fects to date—nausea, vomiting and headache—was found to be less 
than 2 per cent. And as a rule, when side effects did occur, they were 
reassuringly mild. 
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now in traditional gid dosage form 


introducing 


now available for your convenience whenever q.i.d. is desirable 


RSVP 


The Growing Madribon Literature 
Introduced in November, 1958, Madribon has already accumulated an impressive series of reports: 


1. J. D. Young, Jr., W. S. Kiser and O. C. Beyer, Antibiotic Med. & Clin. Therapy, 6: (Suppl.), 1959 (in press). 
2. H. P. Ironson and C, Patel, Antibiotic Med. & Clin. ge 6: Par ), 1959 (in press). 3. T. D. Michael, 
Antibiotic Med. & Clin. Therapy, 6: (Suppl.), 1959 (in press). 4 A. Leff, Antibiotic Med. & Clin. Therapy, 6: 
(Suppl.), 1959 (in press). 5. B. A. Koechlin, W. Kern and R. pot t., Antibiotic Med. & Clin. Fig 6: 
(Suppl.), 1959 (in press). 6. R. J. Schnitzer and W. F. DeLorenzo, Antibiotic Med. & Clin. Therapy, 6: (Suppl.), 
1959 (in press). 7. R. J. a W. F. DeLorenzo, E. Grunberg and R. Russomanno, Proc. Soc. Exper. Biol. 
& Med. 99:421, 1958. 8. B. H. Leming, Jr., Clyde Flanigan, Jr. and B. R. hoon Antibiotic Med. & Clin. 
Le ag 6: (Suppl. ), 1959 (in press). 9. J. C. Elia, Antibiotic Med. & Clin. Therapy, 6: (Suppl.), 1959 (in press). 
10. F. DeLorenzo and R. Russomanno, Antibiotic Med. & Clin. Therapy, 6: (Suppl. ), 1959 (in press). 11. 
3. FR Glenn, J. R. Johnson and J. H. Semans, Antibiotic Med. & Clin. Therapy, 6: (Suppl.), 1959 (in press). 
12. B. Fust and E. Boehni, Antibiotic Med. & Clin, Therapy 6: (Suppl.), 1959 (in press). 13. W. F. DeLorenzo 
and A. M. Schumacher, Antibiotic Med. & Clin. Therapy, 6: (Suppl.), 1959 (in press). 14. S. Ross, J. R. Puig and 
E. A. Zaremba, Antibiotics Annual 1958-59 (in press). 15. E. H. Townsend and A. Borgstedt, Antibiotics Annual 
1958-59 (in press). 16. W. P. Boger, Antibiotics Annual 1958-59 (in press). 17. O. Brandman, C. Oyer, R. Engel- 
berg and L. O. Randall, J. M. Soc. New Jersey (in press). 


Dosage: MADRIBON, MADRIQID — Consult literature available on request. 


Caution: The usual precautions in sulfonamide therapy should be observed, including main- 
tenance of adequate fluid intake. If toxic reactions or blood dyscrasias occur, use of the drug 
should be discontinued. As is true of all sulfonamides, Madribon is probably contraindicated 
in premature infants. 


CUROCHE}, 
ROCHE LABORATORIES « Division of Hoffmann-La Roche Inc - Nutley 10 + N.J. 
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grip-breaker 
in bronchospasm 


orally, parenterally, and by inhalation 


Caytine is the only brand of a[(a-methyl-3,4-methylenedioxyphenethylamino)- 
methyl]-protocatechuyl alcohol hydrochloride. 


three forms for individualized management: In patients with asthma, 
emphysema, bronchitis, bronchiectasis, Caytine Tablets, Inhalation, 
and Injection permit the physician to determine the treatment that 
gives the greatest relief with fewest side effects. CayTINE increases 
vital capacity more than isoproterenol.! In geriatric patients, 
CayTINe “...was more effective than any previous medication used.”? 
There are a few side effects, but no toxic reactions, with the use of 
Caytine. No elevation of blood pressure, no adverse ECG, EEG, 
hepatic, renal or hematologic changes have been noted. Patients may 
experience palpitations and anxiety and should be so warned. 

(1) Leslie, A., and Simmons, D. H.: Am. J. M. Sc. 234:321, 1957. (2) Settel, E.: 
Am. Pract. & Digest Treat. 8:1249, 1957. 


For additional information request Brochure No. NDA 18, CaytiNe, 
Lakeside Laboratories, Inc., Milwaukee 1, Wisconsin. 
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Preventive medicine 


Dr. Tuomas: It is my opinion that rehabilitation 
extends from birth to death; that there is no age group 
that is free of disabilities requiring rehabilitation, and 
no human being who might not be a candidate for a 
program of rehabilitation therapy during his lifetime. 
Where, then, does the doctor of osteopathic medicine 
fit into the rehabilitation problem at the level of pre- 
ventive medicine? I can assure you that he has a very 
real and vital role to play at that level of his profes- 
sional activity. 

In the field of rehabilitation, three E’s are fre- 


OSTEOPATHY ana 
REHABILITATION: 


A panel discussion* 


Moderator 


J. M. ANDREWS, D.O.7 


Los Angeles, California 


Panel members 


HENRY REDKEYi 
Washington, D. C. 


ROBERT B. THOMAS, D.O.§ 


Huntington, West Virginia 


PHILIP J. RASCH, Ph.D.|| 


Los Angeles, California 


HUGH B. SPEIR{ 
Washington, D. C. 


Dr. ANDREWS: This panel was organized for the 
purpose of discussing osteopathy, physical medicine, 
and rehabilitation in relation to the theme of this Con- 
vention: Preventive Medicine and Public Health. Each 
person on this panel speaks with the authority of expe- 
rience in his chosen field; each will make some intro- 
ductory remarks, and then we will have a question and 
answer period. 


*Presented at the Sixty-Second Annual Convention of the Amer- 
ican Osteopathic Association, Washington, D. C., July 18, 1958. 

+Dr. Andrews is professor and executive of the Department of 
Physical Medicine and Rehabilitation, College of Osteopathic Physicians 
and Surgeons, Los Angeles. 

tMr. Redkey is Chief, Rehabilitation Facilities Branch, Office of 
Vocational Rehabilitation, Department of Health, Education, and Wel- 
fare, Washington, D. C. 

§Dr. Thomas directs a physical medicine and rehabilitation facili- 
ties clinic in Huntington, West Virginia. 

Dr. Rasch is director of the Biokinetics Research Laboratory of 
the College of Osteopathic Physicians and Surgeons in Los Angelés, 
California. 

(Mr. Speir is Assistant Chief, Hospital Facilities Research Grant 
ae Department of Health, Education, and Welfare, Washington, 
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quently used: Education, Enforcement, Engineering. 
These apply particularly to us as practicing physicians 
in our relationships and responsibilities to our commu- 
nities. I wonder how many of us have considered the 
preventive activities in which we can engage in our 
own areas simply by studying the statutory laws under 
which that community operates. For example, I saw 
posted under the glass of the dresser in a hotel room 
here in Washington this notice: “A person who care- 
lessly causes a fire in a hotel, a hospital, a child training 
center, or a nursery for children is subject to a fine of 
$300.” That is one form of statutory prevention which 
can cancel out the need for later rehabilitation of in- 
jured people. 

The field of preventive medicine can be approached 
in another way: this relates not to traumatic injury but 
to degenerative disease. It is possible that many times 
we have treated a patient who appeared to have an 
acute illness and carelessly labeled it something like 
“virus pneumonia” or “neuritis,” just to satisfy the 
hospital record. On studying the case later and com- 
paring it with others, one might wonder if, through the 
therapy used, there had been prevented the development 
of a degenerative disease process to a point where it 
could be recognized and labeled correctly. 

Also in the field of preventive medicine there are 
many organizations that we should be actively support- 
ing: the Society for Multiple Sclerosis, the National 
Foundation, the National Safety Council, the American 
Automobile Association, and many others. Their work 
is known to all of us, and we should support them 
with both our money and our efforts. 

Perhaps you think that too much is being made of 
factors that are unimportant, but there are many small 
things that are vital to safety. I have with me a current 
issue of the Proceedings of the Royal Academy of 
Medicine which contains the report of a study made 
in 1956 by a social worker. His observations on the 
knowledge of doctors, medical students, and nurses of 
the relative inflammability of cloths and dressings used 
in their specific hospital and throughout Great Britain 
generally were quite alarming. There was almost total 
ignorance as to the risk of inflammable clothing, the 
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responsibility of this group of professional people, and 
the need to stimulate an awareness of their responsi- 
bility in the control of fires. He described a new type 
of crinoline, much favored by the teen-agers; the base 
of this tabric is latex, which even a spark from a 
cigarette ash can ignite. There are several cases on rec- 
ord where severe burns of this origin have resulted in 
death or permanent scarring. 

The field of prevention at the level of traumatic 
injury alone is worth our serious attention as osteo- 
pathic physicians. We should take the time to stimulate 
the interest of PTA groups, service clubs, and similar 
organizations in such matters. 


Public Health Service research grants for 
rehabilitation facilities 


Mr. Sperr: I am pleased to meet with you and 
tell you of some of the government programs for re- 
habilitation. I was particularly pleased to hear what Dr. 
Thomas said about prevention because we always talk 
about facilities and money, assuming that there already 
has been prevention. Of course, we ought first to try 
to prevent disease and injury insofar as possible. 

Federal aid for construction of rehabilitation facil- 
ities is authorized by the Medical Facilities Survey and 
Construction Act of 1954, Public Law 482, 83rd Con- 
gress. The Act amends the Hospital Survey and Con- 
struction Act of 1946, popularly known as the Hill- 
Burton Act. 

Under the provisions of the Hill-Burton Act, Fed- 
eral funds are made available to the states to pay a 
portion of the cost of constructing public and other 
nonprofit hospitals and public health centers. The 1954 
amendments authorize an annual appropriation of 
$10,000,000 for similar use in constructing rehabilita- 
tion facilities. Rehabilitation facilities, which were 
eligible under the original program only as part of a 
hospital, can now be constructed as separate institutions. 

The Act provides for the allotment of Federal 
funds to the states on the basis of population and rela- 
tive wealth, with $50,000 as the minimum allotment. 
The Federal share of the cost of constructing and 
equipping a facility is a minimum of 33% per cent 
and a maximum of 66% per cent, depending on one 
of several options a state may choose. Payment of 
operational costs are not authorized under this program. 

An application for a grant to construct a rehabili- 
tation facility must be in accordance with a master 
plan prepared by the state agency administering the 
program. The application must be approved by that 
state agency and by the Surgeon General and the Sec- 
retary of Health, Education, and Welfare. The respon- 
sibility of the Secretary has been delegated to the 
Director, Office of Vocational Rehabilitation. 

As of June 1, 1958, construction grants have been 
made to seventy-five rehabilitation facility projects. 
The total cost of these projects is almost $57,000,000, 
of which approximately $12,000,000 is the Federal 
share. Twenty-three of the projects are located in med- 
ical school settings. Of these projects, fifteen are spon- 
sored by medical schools, one of which is the College 
of Osteopathic Physicians and Surgeons in Los 
Angeles, and eight are affiliated with medical schools. 
One facility is located in a dental school. These projects 
will provide patient care, medical and paramedical 
teaching, and opportunities for research on medical, 
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psychologic, social, and vocational problems. Most of 
the projects will serve their respective institutions as a 
core for the department of physical medicine and for 
the schools of physical and occupational therapy, as 
well as medical social work. The facilities will be avail- 
able to graduate students in the social sciences of psy- 
chology, sociology, and communication. Two of the 
projects affiliated with medical schools are specialized 
facilities for speech and hearing. 

Twenty-three of the approved projects are oper- 
ated in connection with hospitals, many of which are 
approved for intern and resident training. One of these 
projects is located in a tuberculosis sanatorium and one 
in a psychiatric hospital. The remaining thirty-three 
projects are independent institutions. 

The initiative for acquiring a rehabilitation facility 
and the responsibility for its support remain with the 
local communities. Each community must be certain 
that new or expanded facilities will make it possible 
to have needed services that are not now available or 
will make existing services more effective or more eco- 
nomical, and that there is adequate financial support 
for their operation. 

It is recommended that each community contribute 
to the state plan by making a careful study of its own 
rehabilitation needs. Such a study is desirable regard- 
less of whether or not additional facilities are being 
considered. It is important to know whether there are 
gaps or duplications in existing services. 

Rehabilitation needs include all of the facilities 
and services necessary to restore the disabled to the 
fullest physical, mental, social, and vocational useful- 
ness of which they are capable. In order to measure 
these needs, a report should be made on each of the 
major disabling diseases and disabilities. The report 
should include the following: 

1. An estimate of the number of persons in the 
community with this disabling condition, who have a 
rehabilitation potential. 

2. An outline of the basic services required for 
their rehabilitation. 

3. An evaluation of the degree to which existing 
services and facilities in the community meet these 
requirements. 

4. Recommendations as to the services needed over 
and above those available. 

In other words, a determination of unmet needs 
can be made by comparing what you have with what 
you should have. With the information presently avail- 
able, these principles of measurement are much easier 
to state than they are to practice. It is not unlike advis- 
ing as to successful stock market operations in such 
terms as, “Buy them when they’re low and sell them 
when they’re high.” As someone remarked during a 
recent recession of the market, “If you can keep your 
head while those about you are losing theirs, maybe 
you don’t know what’s going on.” 

There is a serious lack of standards that may be 
used in estimating the dimensions of the problem of 
rehabilitating the disabled. Research is needed in this 
area as well as in other aspects of rehabilitation. The 
possibilities for research are obvious in a facility where 
a variety of disciplines is brought together to produce 
an integrated program of medical, psychologic, social, 
and vocational services. 

The Hill-Burton Act authorizes the Public Health 
Service to conduct research in the administration of 
hospitals and other medical facilities, including rehabili- 
tation centers. The Act places a limit of $1,200,000 on 
funds used for these purposes. Grants may be made 
to states, political subdivisions, universities, hospitals, 
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and other public and private nonprofit institutions and 
organizations. 

The program is designed to aid research experi- 
ments and demonstrations relating to: 

1. The needs of communities for hospitals and 
other medical facilities. 

2. The planning of these facilities from architec- 
cural and engineering standpoints. 

3. Methods of increasing their effectiveness and 
of improving the quality of their services. 

4. The effect of coordination of facilities upon 
quality of services and on costs of care. 

Forty-four projects have been activated since 1954 
when funds were first made available. 

The Office of Vocational Rehabilitation also ad- 
ministers a rehabilitation research and demonstration 
grant program. It embraces all facets of rehabilitation, 
including about 175 projects in basic and allied research 
plus demonstrations in nursing homes and county con- 
valescent facilities, 218 teaching grants, and 2,986 
traineeships. A description of that program may be 
secured by writing to the Office of Vocational Re- 
habilitation in Washington. 

The Hospital and Medical Facilities Research 
Grants are administered under the same policy and 
rules as apply to other Public Health Service research 
grant programs. Applications are submitted to the 
National Institutes of Health where they are reviewed 
and referred to a Study Section composed of nongov- 
ernmental authorities in the fields of hospital ad- 
ministration, medical care, sociomedical economics, 
biostatistics, anthropology, sociology, and basic scien- 
tific research. Following the recommendation of the 
Study Section as to approval and priority of the appli- 
cations, the Surgeon General consults with the Federal 
Hospital Council concerning these applications, and 
then awards the research funds to the selected appli- 
cants. 

The aim of the Public Health Service is to 
promote the highest quality of endeavor in both fun- 
damental and applied research, without restrictive reg- 
ulations. Complete scientific freedom is accorded the 
investigator. Although applications are evaluated on the 
scientific merit of the proposal, the scientist is free to 
modify his research design as the study progresses, 
and to publish his results as he sees fit. 

Among the criteria to which an application is 
subjected are the following: 

1. Is the objective of consequence, and is it 
attainable ? 

2. Will the project produce new information or 
desirable confirmatory information ? 

3. Will the objective, if accomplished, have sig- 
nificance beyond the immediate problem ? 

4. Is the principal investigator qualified to do the 
work proposed ? 

5. Will the applicant have or be able to secure all 
necessary facilities ? 

6. Is the proposal clearly defined and planned? 

7. Has the applicant provided for consultation 
where needed? 

The applications referred to the Hospital Facilities 
Research Study Section are predominately in the cate- 
gory of applied research. They are designed to obtain 
reliable data on which to base decisions concerning 
practices, actions, and programs. Some proposals, how- 
ever, are referred to more than one advisory council. 
There is one such application involving rehabilitation 
under consideration at present. The title of the pro- 
posed study is “Preventive Home Maintenance and 
Rehabilitation Program.” It proposes investigating the 
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possibility of developing an effective means of dimin- 
ishing the demands on chronic disease hospitals by pro- 
viding a home care program with rehabilitation con- 
sultation. The program will be tried out for a year on 
persons on the waiting list for admission to chronic 
disease hospitals. This application has been referred to 
the National Advisory Heart Council, the National 
Advisory Arthritis and Metabolic Disease Council, and 
the Federal Hospital Council. 

Also under consideration is an application to make 
a study of “Comprehensive Rehabilitation Program in 
Acute General Hospitals.” 

A project has been approved to develop methods 
of training rehabilitation personnel in county hospitals. 
It is the first controlled demonstration of the effects of 
rehabilitation procedures. Rehabilitation technics will 
be applied in three selected hospitals with three com- 
parable institutions as a control. The successful com- 
pletion of this study will provide information and 
methodology for measuring results of rehabilitation 
efforts. 

The need for rehabilitation facilities is a part of 
three or four approved projects that involve a study 
of coordination of hospitals and other medical facilities. 
To my knowledge, there is only one project concerned 
specifically with a study of the need for rehabilitation 
facilities and services. That study is being carried on 
in Kansas City with support from the Office of Voca- 
tional Rehabilitation and Public Health Service. The 
project aims to provide a basis for estimating the 
prevalence of handicapping conditions and the propor- 
tion of such persons that could benefit from rehabili- 
tation services. The costs of such a program and the 
benefits to the community are also part of the study. 

The rehabilitation needs of general hospital pa- 
tients are being studied as part of an intramural 
research project of the Division of Hospital and Med- 
ical Facilities. The study involves a new approach to 
hospital organization called Progressive Patient Care. 
It seeks better care by organizing the hospital services 
and staff in accordance with the medical and nursing 
needs of the individual patient. The phases of Progres- 
sive Patient Care are as follows: 


1. Intensive care 

2. Intermediate care 
3. Self-care 

4. Long-term care 
5. Home care. 


The patient progresses only through those phases 
which his condition requires. Each phase involves an 
evaluation, however, and early consideration is given 
to those who may need rehabilitation services. Rehabili- 
tation facilities are included in the long-term unit. 

Manchester Memorial Hospital, Manchester, Con- 
necticut, was selected as a pilot plant for the study. 
Three phases of Progressive Patient Care were already 
in operation there and a descriptive study of the effects 
of the reorganization is now in preparation. 

There are a number of studies that should be 
undertaken in the relationship of rehabilitation facili- 
ties to society, such as: 


1. The utilization of rehabilitation facilities 

2. Public attitudes toward the services provided 

3. Methods of financing rehabilitation services 
and their effects 

4. Quality standards administration 

5. Relations between health programs. 
Also, there is a need for research in the internal 
administration of rehabilitation facilities, such as or- 
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ganization and management, staffing and interpersonnel 
relations, quality of the services, types of technical 
services and their effects, and cost studies. 

Requests for research grant support should be 
submitted by an institution on behalf of an investi- 
gator’s proposed research. Special application forms 
may be obtained by writing to the Division of Research 
Grants, NIH, Bethesda 14, Maryland. Included with 
the application will be instructions for its preparation 
and an information statement pertaining to the pro- 
gram. Information on research that is just beginning 
or not yet ready for publication may be obtained from 
the Bio-Sciences Information Exchange of the Smith- 
sonian Institution, Washington, D. C. 

Dr. ANpREWs: Dr. Thomas has discussed pre- 
ventive medicine, and Mr. Speir has told how to apply 
for Federal funds to create or construct rehabilitation 
facilities. Dr. Philip Rasch will now discuss research 
from the standpoint of our schools. 


The role of research 
in an osteopathic institution 


Dr. Rascu: Not long before his death Alan Gregg 
made this prediction: “Progress in medicine in the 
next hundred years will continue to depend on gains 
in precise and dependable knowledge.’? The “precise 
and dependable knowledge” of which he spoke, of 
course, is achieved by scientific research. If the osteo- 
pathic profession provides the medical care of 10 to 14 
per cent of our population, as is usually stated, it has 
a moral responsibility to undertake a similar percentage 
of the research work. 

At the College of Osteopathic Physiciaus and Sur- 
geons, we believe that our faculty has two basic func- 
tions: (1) to impart existing knowledge, and (2) to 
discover new knowledge. 

On the basis of our experience it is becoming 
increasingly evident that the time to indoctrinate a 
physician with the requisite research attitudes and 
technics is during his years as a student. Once he has 
graduated and entered practice, he is seldom able to 
find time for training in the scientific method, statistical 
procedures, and other technics with which he must be 
familiar if he is to do acceptable research. 

In the American university system, the medical 
school is classified as a graduate school, and the oppor- 
tunity to participate in research is one of the distin- 
guishing characteristics of graduate education. 

At the Yale College of Medicine the presentation 
of a dissertation based on original investigation is a 
requirement for graduation. The majority of the stu- 
dents spend one or more summers in a laboratory, and 
the curriculum is so arranged as to leave unassigned 
time which may be devoted to research. During the 
past 5 years, 29 per cent of these student investigations 
have been published in professional magazines. Ad- 
ministrators at Yale give this requirement much of the 
credit for the fact that the college stands among the 
top four schools in the percentage of graduates certified 
by specialty boards, and among the top three schools in 
the percentage of graduates entering full-time teaching 
and research.” 

Such a program may not be feasible for the osteo- 
pathic colleges at the present time, but at the College 
of Osteopathic Physicians and Surgeons, steps have 
been undertaken to provide at least some of our stu- 
dents with the opportunity to do research under super- 
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vision. In 1956 a student research fellowship was 
awarded to one of our sophomore students, now Dr. 
Richard Holmes. His report on that investigation, a 
study of the effect of exercise on the number of 
myofibrils in the muscles of rats, was published in the 
October 1958 issue of the American Journal of Physi- 
ology.* So far as we know, this is the first time work 
by an osteopathic student has been accepted by that 
publication. In 1957 we had six U.S. Public Health 
Research Fellowships available ; this year we had eight, 
and we anticipate that other papers acceptable to 
reputable scientific and professional journals will ema- 
nate from at least some of them. 

The enormous amount of factual data which must 
be memorized in medical courses all too often leaves 
little time for critical or reflective thinking, but it is 
precisely this type of thinking which is most essential 
in medical science, since here “error endangers the 
sick and actually threatens life.”* Victor Johnson has 
insisted that a physician will be a better clinician or 
surgeon if he has once participated, even for a limited 
period, in a research project.® 

One of the purposes of the research courses which 
we offer is to develop a questioning attitude in our 
students, one which is not content with ipse dixit 
answers or put aside with references to tradition, one 
which later will not be readily led astray by the naive 
acceptance of unproved therapeutic modalities urged 
upon him by zealous detail men. We teach our students 
to ask the basic semantic question, “What do you mean 
by that?” and the basic logical positivist question, 
“How do you verify that statement ?” 

Certain advantages to the college and the profes- 
sion itself result from this training of the students. 
During the past several months a series of editorials 
by the editor of THE JouRNAL oF THE AMERICAN 
OsTEOPATHIC ASSOCIATION has stressed the vital neces- 
sity for osteopathic physicians to use scientifically ac- 
ceptable terminology instead of jargon if they are to 
communicate with scientists working in other fields. 
Instructors who fail to heed his words of wisdom are 
likely to find themselves in an extremely difficult situa- 
tion when lecturing to students who do not hesitate to 
ask, “What do you mean by that term?” or, “How do 
you verify that statement?” If they resort to authori- 
tarianism in answer they thereby seriously undermine 
their status in the eyes of their students. 

If this leads to difficulties at the moment, the ulti- 
mate result cannot but be beneficial. It has already 
become evident that students trained in research demand 
higher standards from their teachers. This in turn 
forces the teachers to improve their own knowledge. 
The end result is improved patient care. 

During the last few years there has been a decrease 
in the number of students seeking admission to medical 
schools. As competition for desirable students increases, 
the caliber of the faculty and training offered becomes 
increasingly important in influencing selection of a 
school. As training of the students in research increases 
intellectual curiosity among both the student body and 
the faculty, a self-fertilizing process is set into action. 
Not only will better students be attracted to the school, 
but the level of published papers emanating from the 
school will attract increased attention from agencies 
granting funds for research. With financial support 
available from these sources, the colleges will be en- 
abled to expand both their faculties and their labora- 
tories. This will in turn increase the output of work 
which will attract the most desirable students and en- 
able the college to gain recognition for its contributions 
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to “precise and dependable knowledge.” As osteopathic 
physicians make scientific contributions to knowledge, 
and earn general acceptance from granting foundations, 
increased funds will become available to expand and 
speed up the whole process. 

At the present time it is almost impossible for the 
osteopathic physician who may desire to do so to make 
a career of medical research. There is almost no place 
in which he can find the job security and the living 
wage which is essential to attract competent profes- 
sional personnel. As a loi: g-range plan, osteopathic 
institutions must look forward to and prepare for the 
day when their staffs will include D.O.’s with full-time 
research assignments, adequate laboratories, and suf- 
ficient funds. 
~ Dr. ANpreEws: Mr. Redkey will present the view- 
point of the Office of Vocational Rehabilitation and let 
us know something about the construction grants avail- 
able. He will also tell something of his concept of 
patient care. 


General concepts of rehabilitation 


Mr. Repkey: It is a real pleasure for me to be 
a member of this panel. What I am going to say has 
to do with some general concepts of rehabilitation. I 
think we will see as we proceed that there is a real 
relationship between the concepts held by the prac- 
titioner, and the point of view of the researcher in 
rehabilitation, and the part the Federal government can 
play in this whole process. 

Rehabilitation has been defined as restoring the 
handicapped person to the greatest physical, mental, 
social, and vocational usefulness of which he is capable. 
We can even go a step further and say we are talking 
only of relatively severe disability. There may be some 
rehabilitation involved in treating a minor fracture, but 
generally we can say that is merely the practice of 
medicine; when we speak of rehabilitation we mean 
much more serious disabilities—those that leave residual 
damage which is likely to cause real trouble. Thus, as 
we speak about rehabilitation centers, we should keep 
in mind that they are used primarily for persons with 
complex problems requiring the team approach. 

There are many kinds of problems connected with 
the rehabilitation of the severely disabled person. It 
is not so simple as writing a prescription or making a 
diagnosis. It is a matter of pulling many things to- 
gether to make life mean just as much as it possibly 
can for that person. You in medicine have a great 
responsibility in seeing that the patient gets the oppor- 
tunity. Some of the services you can render yourself. 
To other services, which are just as important, you can 
open the door. 

You have in your profession a specialty known as 
physical medicine. In some quarters there has been a 
tendency to think of physical medicine and rehabilita- 
tion as being the only part of medicine that is concerned 
with rehabilitation, and sometimes there has been a 
tendency to think of physical medicine as being all of 
rehabilitation. Physical: medicine is the specialty within 
medicine that has to do with physical restoration. It is 
the place in medicine where you begin to introduce 
such specialized aid as the social worker, vocational 
counselor, and occupational therapist can offer. 

Primarily physical medicine is centered on physical 
restoration, but in recent years it has more and more 
reached out for help from related disciplines. I hasten 
to say that both the physical medicine specialist and 
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the vocational rehabilitation counselor are practicing 
rehabilitation; it is just that there are two different 
emphases or approaches to it. The vocational rehabili- 
tation program, which is a state-Federal tax-supported 
program, operating in all the states and territories, re- 
turns to employment about seventy thousand disabled 
persons per year. This is done through a process of 
physical restoration by services supplied in hospitals 
and by physicians and surgeons, by vocational coun- 
seling, vocational training and placement, and a number 
of other services. Vocational rehabilitation cannot re- 
turn all disabled persons to employment, but most of 
them can be rehabilitated at least to the point of self- 
care and thus get more enjoyment out of life, become 
less of a burden to their families, and perhaps free 
someone else in the family for employment. While this 
type of rehabilitation is a very vital and useful thing, 
it is not within the scope of the Vocational Rehabili- 
tation Act. 

Any program as complex as vocational rehabilita- 
tion calls for teachers, medical schools, and others to 
be alert to new developments and to know where to 
find them. It also calls for an immense amount of re- 
search. For instance, you as physicians know what to 
do when a leg has to be amputated, but do you know 
as well what to do for the severely disabled patient who 
not only has to have your medical services, but is not 
getting along as he should because of a home situation 
in which his wife and family are having all kinds of 
problems because he has now lost his pay check? Time 
was when the family doctor knew many things about 
his patient’s family besides the disease he was dealing 
with. It is harder for you to do that today, although | 
know that you put emphasis on treating the whole man. 
These things are very serious to the disabled person. 
He is not going to improve as he should or get back to 
work as quickly as he should until some of those family 
problems are solved. That must be apparent if you 
think about it for a minute: That person brings home 
the pay check ; he is the breadwinner in the family, and 
this fact affects all the relationships between him and 
his wife and family. Suddenly this is changed, and 
what happens to his idea of usefulness, his morale, the 
whole image of himself? This situation will even affect 
your ability to help him out of his difficulty. 

We have found in rehabilitation that we need to 
call on the psychologist and the psychiatrist. We need 
to help the severely disabled person to find the right job. 
We need to get a clear understanding of some of his 
personality problems that may interfere with social ac- 
ceptance or physical readjustment. The role of the psy- 
chologist, as tester and as counselor, has been increasing 
in rehabilitation because of the mental and emotional 
aspects of disability. 


We say rather glibly that disabled people ought to 
be returned to jobs. About 35 years ago, when we 
started vocational rehabilitation in this country, we had 
the idea that one-legged people should be taught a 
sitting-down job; that a man with no legs could be a 
bookkeeper because a bookkeeper didn’t have to walk 
around. We have learned a lot since then. Whether or 
not a man has legs has very little to do with his voca- 
tional interests, his ability to learn new things, and his 
ability to adjust to new situations. There are about 
20,000 different kinds of jobs in the United States at 
which people work for a living. Many of them a dis- 
abled person can fit into if we know enough about him 
and about the j: ». This is one of the doors that I say 
the doctor can upen. No one expects you to know about 
all the 20,000 kinds of jobs or all the different tests. 
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But we do expect you to refer your patient early to 
rehabilitation people who can work with you—and I 
emphasize the point that they will work with you. You 
don’t lose a patient; you just get extra help to work 
with him. It is your obligation to see that the disabled 
person is referred to a rehabilitation center where a 
team of specialists can help develop a total rehabilita- 
tion diagnosis so that all the agencies and resources 
can be used on an integrated basis. 

Figures in our office that have been verified by the 
Bureau of Internal Revenue disclose that for every 
dollar of Federal tax money collected for vocational 
rehabilitation, ten are returned to the Government. 
How is that done? It is simple. For one thing, the 
person who is disabled and unemployed is costing some- 
body something. When he is able to go back to a job 
through vocational training, placement, and so forth, 
he is on the job only 1 month before Uncle Sam is 
there to collect income taxes from him. So for every 
dollar you invest, you get ten back in additional income 
taxes because you are, by vocational rehabilitation, 
creating earning power which is taxable. 

As physicians you know what we mean by the 
whole man; you know that it is more than just the 
physical aspect. For instance, in some injuries you will 
know that it is more than an amputation that is in- 
volved. What you need help with is to know where to 
find some of the doors you can open—some of the 
people you can call into consultation to help serve your 
whole patient better. In medicine you know only too 
well the need for early referral, so it may shock you 
to know that the vocational rehabilitation agencies get 
their patients referred to them on an average of 7 years 
after the onset of the disability. Somebody isn’t open- 
ing doors when they should be opened. 

There is a preventive aspect to rehabilitation. We 
think of rehabilitation as definitive, as final, as the last 
step in a long process. That is true but it is only partly 
true because there is a preventive side. The need for 
early referral and attention to physical problems is well 
known, but it should be pointed out that physical dis- 
ability may make a person less employable and less 
rehabilitable if the vocational and emotional problems 
associated with the disability are allowed to stagnate, 
to fester just like the infection in a boil. The longer 
you put off sending the patient to rehabilitation, the less 
we can do for him. This is as simple as ABC, and it 
applies just as forcefully to rehabilitation as it does 
to other aspects of medicine. 

What about rehabilitation centers? Too many 
people believe a rehabilitation center is the epitome of 
all rehabilitation, that if a patient arrives at a rehabili- 
tation center, everything will be done for him. Con- 
versely, many doctors believe that if they ever let a 
patient get to a rehabilitation center he will never be 
heard from again. Neither of these beliefs is correct. 
A rehabilitation center is a facility in which a number 
of rehabilitation services are brought together in order 
to increase the intensity and efficiency of service and 
in order to enable a number of specialists to work 
together on an integrated, concurrent program. This 
works out very well. For instance, if you as the doctor 
are getting a patient’s stump ready for a prosthesis, 
there is no reason why further study cannot be made 
of the patient at the same time: what are his psycho- 
logic traits, his employment abilities and interests, the 
kind of job he can do? This is part of the treatment 
of the whole man. 

There are many rehabilitation facilities in the 
country—some 1,600 to be exact. Not nearly all of 
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these are rehabilitation centers. The title of rehabili- 
tation center should be reserved for the comprehensive 
center that has a concentrated, integrated program of 
medical, psychologic, social, and vocational services. 
There are at least three other general types of facilities 
that do not fit that definition but are important rehabili- 
tation facilities. They are the physical medicine depart- 
ments of hospitals, the community treatment centers, 
and the rehabilitation workshops where persons are 
actually employed in transitional situations, preparatory 
to final discharge to outside competitive industry. We 
think the rehabilitation center should be defined as the 
comprehensive unit of the type Mr. Speir mentioned, 
for which construction grants are available under the 
Hill-Burton Act. 

I should like to say just a word about the Office 
of Vocational Rehabilitation and its program. The 
Office of Vocational Rehabilitation is not new; it has 
been in operation since 1919. It has had numerous 
expansions with broadening of its authority by Con- 
gress, the most recent change occurring in 1954. These 
are general facts that may be of interest to you: (1) 
The Vocational Rehabilitation Program furnishes Fed- 
eral money to the states to help them operate a state 
vocational rehabilitation program, generally on the basis 
of about 2 Federal dollars to 1 state dollar. (2) It con- 
ducts a growing teaching program in an effort to help 
offset some of the shortage of rehabilitation personnel. 
(3) It conducts expanding research and demonstration 
programs into all manner of research connected with 
rehabilitation. Those are the principal facets of our pro- 
gram. There is a state rehabilitation agency in your 
own state and the people in that agency are willing and 
eager to work with you for better and more compre- 
hensive service for the severely disabled person. 


Questions 


Dr. ANDREWS: We have now come to the point in 
this panel discussion when we will answer the questions 
that have been submitted to us. 


Question 1. There has been discussion of 
chronic disease and rehabilitation of the disabled 
individual. Would Dr. Thomas say something 
about acute disease in this problem? 


Dr. Tuomas: Acute illness, as opposed to chronic 
illness, is a medical situation which demands that the 
practitioner take immediate action when the condition 
is presented to him. Recognition of acute illness de- 
pends on one or more of three different reactions to 
some deviation from normal: Reaction of the patient, 
reaction of the patient’s relatives and friends, or reac- 
tion of the physician. 

Perhaps I can make this clear by an illustration: 
Suppose you receive a call some night and a woman 
says, “Doctor, can you come immediately ? My husband 
has an attack of asthma, and it has reached the stage 
where he can’t get air out of his lungs at all.” In such 
a situation I am sure you will agree that all three fac- 
tors are operating. The patient is frightened, his wife is 
frightened, and the physician, who has undoubtedly had 
previous experience with the patient, recognizes that 
this is an emergency. 

I am sure you have all had a call in the night when 
a woman says: “Doctor, my husband didn’t want me 
to call you, but he is having trouble breathing and it 
seems like his exchange of air is getting just a little 
more difficult right along. He is a little blue around his 
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lips, and he says he has indigestion and some pain in 
his left arm. I thought you might tell me what to do.” 
In that case the patient does not recognize what might 
be a definite coronary occlusion, yet his wife realized 
that he was ill enough to need medical help and the 
doctor recognizes the medical emergency. Two factors 
are operating in that type of problem: the person 
attending the patient and the doctor. 

Then there is a third type of emergency that 
awakens you at night. The husband will say, “My wife 
is having difficulty swallowing and breathing and she 
is frightened. She says she has something in her 
throat.” Having known the patient previously, the 
doctor recognizes that this is a state of hysteria. He 
prescribes a remedy but does not make a call; yet in 
the mind of the patient, until the physician prescribed 
something to do, it was an emergency. 

So we need to recognize that three factors come 
into recognition of any acute illness that can happen 
any time and any place, to any person. Usually it does 
not occur as a single problem but as a complex situa- 
tion in which many factors and many individuals play 
a part. We need to evaluate how much help these per- 
sons can give in clarifying the situation and how much 
disservice they give by obscuring the true condition. 

Some people feel that treatment must be directed 
to the patient alone but I do not agree. Mr. Redkey has 
remarked about the team type of approach in many of 
the problems that face him and his activities in voca- 
tional rehabilitation. These also face the doctor; he 
must direct treatment to the patient, to his relatives, 
and to his environment. He must also recognize that 
in any acute illness there is a mental trauma that 
affects the patient, his family, and his friends. 


Question 2. Would you distinguish between 
the use of the term “physiotherapist” and “cor- 
rective therapist” ? 


Dr. Rascn: Both the physical therapist or physio- 
therapist and the corrective therapist are members of a 
team directed by the head of physical medicine and 
rehabilitation. The physical therapist works on patients 
with the various modalities at his disposal. Corrective 
therapy constitutes application of principles of medi- 
cally oriented physical education to the achievement of 
the ends desired by the head of the physical medicine 
and rehabilitation department. The corrective therapist 
works primarily with exercises, such as sports or 
formal exercises. 


Question 3. Is the U. S. Public Health Serv- 
ice interested in research projects which could be 
developed in institutions not affiliated with col- 
leges and universities? 


Mr. Spetr: Yes. Many projects are being devel- 
oped in laboratories and hospitals not connected with 
teaching institutions. The problem of long-term sup- 
port, referred to by Dr. Rasch, is one with which we 
are wrestling. We must determine how to assure sci- 
entists of continued support so the group can be kept 
together long enough to finish the work. At the present 
time we are making grants to institutions other than 
universities, and we would like particularly to encour- 
age hospitals to have a small unit which would do some 
research. 

Mr. Repkey: The same answer applies to voca- 
tional rehabilitation research grants. Most grants are 
awarded to universities because they have the facilities 
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and staff, but we would definitely like to encourage 
more rehabilitation research in rehabilitation centers 
and in other facilities that can make a contribution. 


Question 4. Has there been any evaluation of 
laboratory statistics on research that has been 
done on muscle physiology, particularly as these 
relate to prognosis in neuromuscular disorders? 


Dr. Rascu: That is a broad question which I will 
answer very briefly under two headings: pure research 
and applied research. Obviously if we are ever going 
to understand the exact mechanism of such conditions 
as atrophy so that we will know how to treat them, we 
must have a basic understanding of muscle. Research 
in this field has centered very largely around the 
striated muscle and its contractile powers. If you had 
asked me this question 2 years ago I could have given 
you some answers, but now I don’t know much about 
it. At that time we thought we were well on our way to 
understanding the chemistry of muscle, but recent work 
indicating that muscle can contract without adenisotri- 
phosphate has shattered everything we thought we 
knew. We also thought we knew something about how 
the muscle functions, but other work indicates that 
there are contractile elements in series with elastic ele- 
ments. This seems to be basically sound, although 
workers at the University of Michigan have disputed 
this entire concept. 


_ The fact that we do not know how an organ of 
tissue functions does not necessarily keep us from mak- 
ing use of certain principles. A great deal of research 
has been carried out on the use of exercise in physical 
medicine, and three fields in particular are attracting 
much interest: (1) the isometric versus the isotonic 
concept; (2) the contralateral effect of exercise; and 
(3) the relation of hypertrophy to muscular functions. 
The studies that are now in progress promise to pro- 
duce almost immediately materials useful to the physi- 
cian. 


Question 5. What are the requirements for 
eligibility for rehabilitation center construction 
grants? Is money available for personnel and 
maintenance? What type of grants are available 
from the Office of Vocational Rehabilitation? 


Mr. Repkey: The eligibility requirements for a 
grant under the Hill-Burton Hospital Construction Act 
for a rehabilitation facility are these: The facility must 
offer an integrated program of medical, psychologic, so- 
cial, and vocational services as part of its own opera- 
tion. It must have a director of its medical program 
who may be a part-time person; in fact, several of the 
people on the staff may be part-time provided they meet 
three criteria: (1) The amount of personnel bears a 
reasonable relation to the number of patients; (2) they 
will be on a regular weekly schedule ; and (3) they will 
all be scheduled into the facility during the same period 
at least once each week. Many facilities have found it 
difficult to employ all the full-time personnel they need 
for this program, and we do not want to discourage 
them. Part-time personnel can do the job in many in- 
stances, provided they are all there at one time so they 
can function as a team. Teamwork is absolutely funda- 
mental to the operation of a rehabilitation center. 


As for the money available for personnel and 
maintenance, there is none available under the Hill- 
Burton Act, which grants funds for construction and 
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initial equipment only. Under certain circumstances 
grants may be obtained from the Office of Vocational 
Rehabilitation for personnel for the new rehabilitation 
facility for 1 year during its initial period, or for some 
types of equipment, or for research and training pro- 
grams. But I emphasize that these grants are offered 
only under special circumstances, 


Question 6. Does the U.S. Public Health 
Service provide training centers for rehabilitation 
center personnel or for people who are interested 
in research? Are refresher courses available? If 
s0, how does one apply? 


Mr. SpeiR: Most of the training for personnel in 
rehabilitation is carried on by the Office of Vocational 
Rehabilitation. The National Institutes of Health have 
passed all of that over to them. There is some possi- 
bility that a research project might be granted funds 
from the Public Health Service but generally the funds 
would come from the Office of Vocational Rehabilita- 
tion. 


Question 7. There is much discussion about 
specialty care of patients and general medical os- 
teopathic care. Would you differentiate between 
these terms and tell us what is meant by each? 


Dr. THomas: Again I think I can express this in 
the way of a personal opinion. Many of these phrases 
mean many different things, almost as many different 
things as there are individuals in this world. General 
medical care means to me what we used to get with the 
family doctor. A more common type of care is the 
practice of “fractured” medicine ; we splinter off a piece 
of the body and give it to one specialty group to treat, 
and we splinter off another organ or system and give it 
to another specialty group. In many ways we assign 
the major portion of the responsibility for management 
of illnesses to specialty groups, creating a situation that 
calls for reappraisal and re-evaluation of the healing 
arts profession and especially the osteopathic school. 

I think there is a trend toward a rekindling of in- 
terest in the physician as a family doctor giving general 
medical care. The physician who knows his patient, not 
only as a sick individual or because of a specific com- 
plaint, but who knows how the patient lives, works, and 
plays, is the one who is qualified to do an excellent job 
in general medical care. 

General osteopathic medicine in my opinion in- 
cludes all of those factors. It includes something that is 
more important: a recognition of the musculoskeletal 
response of the human body. Approximately 65 per 
cent of the whole body is in the skeletal and muscular 
systems. The osteopathic profession recognizes the role 
that structure plays in the function of movement in 
man and in the operation of the organs so essential to 
life. 

General medical care, therefore, whether it be os- 
teopathic or of some other school, entails the general 
management of the individual and an evaluation of his 
environment by the family doctor with the understand- 
ing that is necessary to carry the patient through to 
health or to help him maintain health. General medical 
care means the actual maintenance of health as well as 
restoration to health. There is a place in the community 
for this type of practitioner that can be taken by no 
one else. 

General medical care means total medical care. If 
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you have a patient who is afflicted with cerebral palsy 
or some other disabling condition, you should know 
where to refer him for rehabilitation; this should be 
done as early in the course as possible. 

The general practitioner has an interest in the so- 
cial elements in his community, the school system, and 
the recreational facilities for the children. How many 
of you who have handicapped children in your commu- 
nities have taken the trouble to go to the school board 
and asked to work with them in the training of these 
crippled children? Your school board might welcome 
the suggestion for appointment of a committee of psy- 
chologists and doctors to interview the teachers who 
will come in contact with these disabled children. It is 
most important that these teachers have an understand- 
ing of the problems involved and that they have the 
proper attitudes toward them. 


Question 8. What are the requirements and 
procedures for requesting Federal grants to estab- 
lish a rehabilitation center in a proposed hospital? 


Mr. Repkey: The first step should be to contact 
your State Department of Health, which in all proba- 
bility is the agency that administers the Hill-Burton 
Hospital Construction Act in your state. It will be able 
to tell you what your state plan calls for and whether 
a rehabilitation facility is planned for your area and 
what priority you might be able to establish for getting 
a grant. There are several factors that enter into the 
granting of these funds: The availability of funds at a 
given time, how many of these comprehensive facilities 
have been planned and where they are to be construct- 
ed, and the requirements of the sponsor himself. He 
must be able to show that he has available his share of 
the funds and that the program planned for the facility 
will meet Federal regulations. 

Dr. ANDREWS: The practice of physical medicine 
and rehabilitation is a much needed service to the pub- 
lic; it is neither for nor against any conceptual basis of 
the practice of medicine. We have discussed osteopathy 
and research and preventive medicine. We have heard 
of the U.S. Public Health Service and Office of Voca- 
tional Rehabilitation programs for the construction of 
research facilities and rehabilitation facilities and 
chronic disease facilities. We have heard of the neces- 
sity of research programs in our osteopathic hospitals 
and schools. Familiar terms have been defined which 
have been confusing to many of us in the past. 

In short, we have tried to answer questions and 
give general information on the general topic of osteop- 
athy and rehabilitation. We are particularly grateful to 
Mr. Redkey and Mr. Spier for taking time to inform 
us of the part that the Office of Vocational Rehabilita- 
tion and the U.S. Public Health Service play in the 
rehabilitation program of our nation and how we can 
do our share to help in both the prevention of disease 
and the rehabilitation of the patient who has hecome 
disabled. 
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, ane RUPTURE of the spleen is an 
acute emergency demanding prompt diagnosis and sur- 
gical action. The longer the delay, the graver the 
prognosis, since this condition is always accompanied 
by acute blood loss. Where hemorrhage is confined to 
the spleen by its capsule, diagnosis may be difficult ; 
days or even weeks may elapse before the inevitable 
breakdown occurs leading to intra-abdominal hemor- 
rhage and acute abdominal symptoms. In such cases, 
measurement of the splenic shadow on x-ray films 
may aid in the diagnosis. Where intra-abdeminal hem- 
orrhage has already occurred, however, the diagnosis 
must rest on direct roentgen evidence, and the studies 
should be carried out with all possible speed. 

At the West Side Osteopathic Hospital in York 
we have examined 11 cases of ruptured spleen in the 
past 5 years. For a comparatively small institution 
with limited accident service, this number seems un- 
usually high. At the Jewish Hospital in Philadelphia, 
for example, in a series of 62,850 admissions there 
were 11 cases of lacerated spleen. The Chester County 
Hospital in Pennsylvania recorded 9 cases among 
21,655 admissions. The Harlem Hospital in New 
York City, with a very large emergency accident serv- 
ice, recorded 30 cases among 20,000 admissions, and 
the Massachusetts General Hospital recorded 30 cases 
among 3,154 cases of severe abdominal injury. 

In reviewing the literature from the standpoint 
of roentgen diagnosis of ruptured spleen, the follow- 
ing criteria were noted by Levine, Solis-Cohen, and 
Goldsmith,’ and by Wyman :? 

1. Gastric dilatation 

2. Deformity and serration of the greater curva- 
ture of the stomach 

3. Elevation of the left hemidiaphragm 

4. Displacement of the gastric cardia to the right 

5. Obliteration of the splenic shadow 

6. Downward displacement of the splenic flexure 

7. Increase in the normal space between the gas- 
tric cardia and left hemidiaphragm 


*Presented at the annual meeting of the American Osteopathic Col- 
lege of Radiology, Boston, October 27, 1958. 
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8. Intra-abdominal fluid in varying amounts 
9. Splenic enlargement 
10. Reactive ileus. 

The conclusions in the literature reviewed were 
equivocal with regard to findings constant enough to 
be considered diagnostic evidence of ruptured spleen. 
In our series of 11 patients, many of the above signs 
were not found even when massive rupture and severe 
intra-abdominal hemorrhage had occurred. In 1 case 
there was elevation of the left hemidiaphragm with 
splenic rupture, but this was accompanied by asso- 
ciated laceration and rupture of the left kidney. Gas- 
tric dilatation was not noted, and the existence of 
deformity and serration of the greater curvature of 
the stomach was questionable. Displacement of the 
gastric cardia to the right was considered likely in 3 
cases, and downward displacement of the splenic flex- 
ure in 2. In 1 case, fractured ribs were detected on 
the left side. We did find in all cases an acute reactive 
ileus in the region of the involvement, signifying an 
acute pathologic process. The major sign noted in all 
the cases in our series, however, was the presence of 
intra-abdominal fluid, and we were increasingly im- 
pressed by the accompanying obliteration or alteration 
of the splenorenal and psoas-renal fissures and, in 
several instances, loss of normal renal delineation. In 
our opinion these findings represented either the oblit- 
eration or poor definition of the normal fascial planes 
as a result of the volume of free blood within the 
abdomen. The amount of free blood is in itself in- 
dicative of the site of the rupture, since ruptures of 
other abdominal organs do not as a rule produce the 
degree of hemorrhage that is seen with splenic rupture. 
Blood from other sources such as the liver or kidney 
tends to clot enough to arrest the hemorrhage, whereas 
blood from the spleen appears not to exert this pro- 
tective power. 

In our experience, the evaluation of this free 
shifting blood by roentgen studies with the patient in 
different positions has been an important aid to prompt 
and accurate diagnosis. With the patient in the semi- 
erect position, the pelvic density outlined against the 
fascial wall was markedly accentuated as to both vol- 
ume and density, suggesting drainage of free blood 
into the lower abdomen. With the patient supine, the 
density and volume of blood in the pelvis decreased 
considerably (Figs. 1 to 8). When there was some 
question about the density in the pelvis, particularly in 
obese individuals, modified degrees of the Trendelen- 
burg position caused the pelvic densities to disappear ; 
at the same time, the delineation of the splenorenal 
and psoas-renal fissures and splenic outline and the 


349 


y ; 
) 
ane 
: 
= 


Fig. | 
Fig. | shows abdomen and pelvis with patient in semi-erect position. 


density in the left mid and upper abdomen were 
altered. 

It is important that the x-ray films include the 
pelvis and extreme lower abdomen. In our cases, films 
were secured in the anterior supine and semi-erect 
positions without sacrificing visualization of the soft 
parts of the pelvis. If additional films of the upper 
abdomen were needed, these were secured in both the 
supine and semi-erect positions with transverse 14x17 
films. Transabdominal and lateral decubitus films 
were also secured when there were indications of some 
additional pathologic change. 

Among the clinical signs were abdominal pain in 
response to palpation, not always confined to the left 
side, and splinting of the abdominal wall. The symp- 
toms of shock were invariably present. Laboratory 
studies showed an elevation of the leukocyte count in 
all cases, and erythrocyte counts ranging from 2.5 mil- 
lion to 4.25 million cells. 

In all our cases except one, the diagnosis was 
made preoperatively and with minimal delay in carry- 
ing out surgical correction. There were no deaths in 
our series, 


Case reports 


Case 1.—Following an automobile accident, this 19- 
year-old patient was admitted to the hospital in a state 
of shock, with acute abdominal pain, nausea, and vom- 
iting. Examination disclosed deformity and pain in 
the right thigh and multiple lacerations on the right 
hand. The results of laboratory studies were as fol- 
lows: erythrocytes 5,490,000, leukocytes 22,100, hema- 
tocrit reading 52.5 per cent, and hemoglobin value 
10.3. per cent. Urinalysis showed 2-plus albumin, 
l-plus sugar, and gross evidence of erythrocytes. The 
x-ray films showed signs of alteration of the gastric 
cardia and elevation of the left diaphragm, with a 
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Fig. 2 
Fig. 2, abdomen and pelvis with patient in anterior supine position. 


triangular density extending across the left diaphragm 
into the lung fields, and slight enlargement of the 
spleen suggesting intracapsular hemorrhage. Also there 
were fractures of the pelvis, right femur, and the 
transverse processes of the second, third, and fourth 
lumbar vertebrae on the right. 

The patient was operated on 4 hours after ad- 
mission, and was found to have a laceration of the 
splenic capsule at the upper pole. There was a ragged 
rent in the left diaphragm at the esophageal hiatus; a 
small quantity of free and clotted blood was found in 
the upper left quadrant. 

Case 2.—This patient, 24 years old, had also suf- 
fered an automobile accident and at the time of admis- 
sion had considerable pain in the region of the hips 
and thorax. There were multiple abrasions and lacer- 
ations; the abdominal area was rigid and there were 
symptoms of shock. The erythrocyte count was 4,300,- 
000, leukocyte count 37,650, hematocrit 38 per cent, 
and hemoglobin 88 per cent ; urinalysis showed 10 to 12 
leukocytes and 10 to 20 erythrocytes per high-power 
field, and 2-plus albumin. Serial x-ray films revealed 
increasing pelvic density on the right side; the small 
intestine showed a reactive pattern, and the spleen and 
kidney were well defined. The findings indicated intra- 
abdominal hemorrhage possibly due to ruptured spleen. 
There were multiple fractures of ribs and pelvis. 

At operation, 4 hours after the patient’s admission, 
ruptures were discovered at the pedicle of the spleen 
and in the left ovary. The abdomen contained 500 to 
700 cc. of free and clotted blood, and the peritoneum 
showed signs of trauma. 

Case 3.—The 13-year-old patient had been struck 
by an automobile and was in the early stages of shock 
at the time of adinission to the hospital. Admission 
findings included rigid abdomen, dyspnea, vertigo, and 
pain in the upper left quadrant of the abdomen with 
radiation to the left shoulder. The erythrocyte count 
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Fig. 3 shows abdomen and pelvis with patient in semi-erect position. 


was 3,250,000, leukocyte count 20,300, and hemoglobin 
value 66 per cent; urinalysis disclosed 3-plus albumin. 
X-ray films showed increased density throughout the 
upper right and left quadrants, and obliteration of the 
pelvic fascia and the left psoas-renal and properitoneal 
fat shadows; the small intestine was reactive. The im- 


Fig. 5 shows abdomen and pelvis with patient in semi-erect position. 


Fig. 5 
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Fig. 4 
Fig. 4, abdomen and pelvis with patient in anterior supine position. 


pression was that of large amounts of fluid due to pos- 
sible rupture of the spleen. 

The patient was operated on 3 hours after admis- 
sion, and was found to have a rupture of the medial 
surface of the spleen, with significant quantities of 
blood in the peritoneum. There was also an intracapsu- 


Fig. 6, abdomen and pelvis with patient in anterior supine position. 
Fig. 6 
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Fig. 7 shows abdomen and pelvis with patient in semi-erect position. 


lar hemorrhage of the left kidney, and evidence of 
retroperitoneal hemorrhage. 

Case 4.—The patient, aged 16, had been accidental- 
ly kicked while playing football on two occasions a 
week apart. At the time of admission to the hospital he 
was suffering pain in both shoulders and the upper left 
quadrant of the abdomen. He showed the vertigo, 
weakness, and paleness of early shock, and there were 
signs of abdominal splinting, muscle guarding, and re- 
bound tenderness. Laboratory studies revealed 4,240,- 
000 erythrocytes, 13,800 leukocytes, and a hemoglobin 
value of 13 per cent; urinalysis showed a trace of al- 
bumin, 4-plus sugar, and 1 to 4 leukocytes and 1 to 3 
erythrocytes per high-power field. A diagnosis of 
thrombocytopenic purpura was made on the basis of 
poikilocytosis, anisocytosis, and the presence of abnor- 
mal lymphocytes. The x-ray findings included displace- 
ment of gastric fundus to the right, prominence of 
gastric rugae on the greater curvature side, poor visuali- 
zation of the left kidney, increased density in the pelvis 
with obliteration of pelvic fascia, reactive small intes- 
tine pattern, and enlarged spleen. At the operation, 6 
hours after the patient’s admission to the hospital, the 
spleen was found to be considerably enlarged and the 
splenic capsule ruptured at both poles. An amount in 
excess of 1,000 cc. of free and clotted blood was found 
within the abdomen. 


Summary . 


The presence of free shifting intra-abdominal fluid 
in cases of abdominal trauma strongly suggests the 
probability of splenic laceration. The use of semi-erect, 
supine, and Trendelenburg positions in the roentgen 
examination of the patient has been found an important 
aid to prompt and accurate diagnosis. It is stressed that 
the entire abdominal and pelvic area should be clearly 
visualized on x-ray films. 

Enlargement of the splenic shadow, appearance of 
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Fig. 8 
Fig. 8, abdomen and pelvis with patient in anterior supine position. 


reactive ileus, and the other findings noted by other 
investigators would if present tend to increase the 
probability of splenic trauma. 
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The troubled employee 


© Doctors employed in industry have many allies, 
both within and outside the profession, to help 
them detect danger signs. Foremost, of course, is 
the family physician. As health advisor he, more 
than anyone else, is in a position to do a preven- 
tive job of minimizing the effects of his patients’ 
personal problems. This should make the general 
practitioner a key man for maintaining mental 
health in industry.—Milton Golin, The Journal of 
the American Medical Association, November 8, 
1958. 
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Basic 


PRINCIPLES 
of SURGERY’ 


J. GORDON HATFIELD, D.O., F.A.C.O.S. 


Los Angeles, California 


S URGERY AS AN ART and science is constantly 
changing, but there are deep, unchanging principles 
guiding the mind and hand of the surgeon today which 
were recognized by the early aspirants to the profession. 

In very early times, medicine and surgery were 
practiced by the same people, and the writings of Hip- 
pocrates revealed sound knowledge of the treatment of 
fractures, drainage of abscesses, and wound manage- 
ment.! Greek knowledge of surgery was transmitted to 
the Romans, but there was no appreciable progress un- 
til after the Renaissance, when artists and sculptors be- 
gan the study of anatomy. For approximately 2,000 
years, or from the time of Hippocrates to that of 
Vesalius, medicine was in the hands of religious leaders. 
In the sixteenth century, monks were forbidden by the 
church to perform surgical operations. Barbers, having 
instruments available, became barber-surgeons, and the 
art of surgery degenerated to a low level. The Guild of 
Barbers and Surgeons was chartered by Henry VIII 
in the sixteenth century, and despite the efforts of bona 
fide surgeons to escape the association, the Guild re- 
mained organized until 1745. Even today in England 
the surgeon is addressed as ‘‘Mister,” the physician as 
“Doctor.” 

The College of Surgeons was chartered in 1800, 
ending a 400-year association with the barbers. In 
France during this time the barber-surgeons were op- 
posed by the “long robe” surgeons who could boast of 
2 years of surgical training. The barber-surgeons wore 
the “short robe.” 

Anatomic research on an individual basis flourished 
during the seventeenth century. In 1628 William Har- 
vey became the precursor of modern physiology when 
he published The Movement of the Heart and the 
Blood. For his efforts Harvey was mercilessly attacked, 
to the point that he was almost driven from practice. 
An entirely new line of thought, a new science based 
on research, followed the work of Harvey, whose true 
contributions to medicine and surgery were not appre- 
ciated for nearly a hundred years. During this period, 
surgery was actually marking time, of necessity await- 
ing developments in pathology, physiology, bacteriol- 
ogy, and anesthesiology, to complement the study of 
anatomy. 

Advancements in pathology during the eighteenth 
and nineteenth centuries placed surgery on a truly sci- 


*Presented at the Annual Clinical Assembly of the American College 
of Osteopathic Surgeons, Boston, October 27, 1958. 


58, Fer. 1959 


entific basis. Surgery was still subservient to medicine, 
but great strides were made with the establishment of 
dissecting schools in Italy, France, and England.? In 
1761 Morgagni published his great work comparing 
postmortem findings with clinical records. Virchow 
introduced the concept of cellular pathology in the 
middle of the nineteenth century, and Schleiden ad- 
vanced his theory of the universality of plant cell struc- 
ture. Schwann then applied Schleiden’s theory to an 
interpretation of animal cell structure. Pasteur estab- 
lished the germ theory of disease, which led to Lister’s 
classic publication On the Antiseptic Principle in the 
Practice of Surgery. Prevention of wound infection, 
making healing by first intention possible, was a great 
advance in surgery. Further impetus was given by the 
discovery of anesthesia by Long and by Morton.* 

Application of physiologic principles to the art of 
surgery is a twentieth century accomplishment result- 
ing from the work of such men as Kocher, Halsted, 
Crile, Cushing, Ochsner, William Mayo, and Moyni- 
han. In modern practice, the physiologic status of the 
patient has become a matter of chief concern to the 
surgeon, and much has been learned about the ability of 
the very aged and very young patients to withstand 
operative procedures. Comprehension of the physiology 
of the respiratory mechanism has made possible surgi 
cal operations on the organs within the thoracic cage; 
such operations are now routine for chest surgeons. 

Today’s surgeon must know anatomy, pathology, 
physiology, and the philosophy of surgery. In addition 
he must have training in technics sufficient to give him 
implicit faith in his own ability to carry out the proce- 
dures indicated, with poise, skill, and finesse. He must 
be endowed with a nervous system that will enable him 
to remain calm in unexpected crises. He must have the 
manual dexterity, natural or acquired, which makes 
possible the smooth rhythmical technic that appears ef- 
fortless to the observer. 

The competent surgeon will have a mental picture 
of his completed surgical procedure as soon as he has 
evaluated the existing pathologic condition. To achieve 
his goal every movement must be concise and purpose- 
ful, without hurry, without loss of motion, always pro- 
gressing. A smooth operator is a rapid operator; the 
patient undergoes less trauma and less risk of shock, 
hemorrhage, or infection. There is a reduction in the 
total amount of anesthetic agent or agents required, 
another safety factor. 

Education of the surgeon is a continuing process. 
Knowledge which is used is retained knowledge. Basic 
principles of surgery must be taught in such a manner 
as to insure their constant application and correlation 
in daily surgical practice.* The well-taught surgeon 
will apply his skills wisely and carefully to the preop- 
erative, operative, and postoperative care of his patients. 
He must also have that quality of leadership which will 
inspire confidence on the part of the patient, the pa- 
tient’s family and friends, and those members of his 
own profession who seek his services. 

Erichsen in 1858 revealed his knowledge of basic 
principles of surgery when he wrote :* 


Manual dexterity is necessarily of the first advantage to a 
surgeon .... but manual dexterity must not be mistaken for 
professional skill. Important as it is to become a dexterous op- 
erator, it is still of far greater importance to become a success- 
ful one. . . . The constitution of the patient must be prepared 
for operation; the best time for its performance seized; and 
after its completion, the general health must be attended to in 
such a way as shall best carry the patient through the difficul- 
ties he has to encounter, and any sequelae or complications that 
arise must be met by, and must be subjected to, appropriate 
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treatment. These, as well as the simple performance of the 
operation, are the duties of the operator ; and on the manner in 
which these are performed, as much, or even perhaps more, 
than on the mere manual dexterity displayed in the operation 
itself, will the fate of the patient depend. 


Erichsen said further: ‘Persons of an irritable 
and anxious mind do not bear operations as well as 
those of a more tranquil mental constitution.” The im- 
portance of candid discussion of the proposed proce- 
dures with the patient and his family was recognized 
by Erichsen, who also emphasized the advisability of 
gaining written consent for the operation. He urged 
that preoperative preparation be done not by purgation 
and starvation but by supportive measures, particularly 
with respect to a highly nutritious and readily assimilat- 
ed diet. He discussed chloroform as an anesthetic 
agent, summing up the benefits and the dangers with 
the remark, ““We cannot purchase immunity from pain 
without incurring a certain amount of danger.” 

Today the patient receives the benefit of preopera- 
tive preparation that includes studies of blood chemis- 
try, liver function, fluid balance, electrolytes, vitamin 
and mineral levels in the blood, and multitudinous tests 
which are the result of twentieth century research. 
Malnutrition, the result too often of self-imposed rigid 
diets, must be guarded against. Inadequate intake of 
essential proteins, vitamins, and minerals, or an unbal- 
anced diet influenced by overindulgence in alcohol, 
must be recognized. 

Basic preoperative care includes the recognition of 
the previously damaged heart, the existence of second- 
ary anemia, dangerous uropathy, and faulty clotting 
mechanism, and the routine search for possible disease 
of the respiratory system.® Consultation with an in- 
ternist should be held in all cases where the surgeon 
suspects a possible condition which may affect his pa- 
tient’s ability to withstand anesthesia or the surgical 
procedure, or where recovery might be hampered by a 
pre-existing pathologic problem. 

Closest harmony must exist between the surgeon 
and the anesthesiologist, who himself must have a pro- 
found knowledge of physiology and of internal medi- 
cine. The highly trained and skilled anesthesiologist of 
today evaluates his patient some time before the opera- 
tion, determines the most suitable anesthetic agent, and 
confers with the surgeon on any doubtful point. 

Preoperative evaluation of the patient’s morale is 
important. Relatively few minutes spent in quieting 


The patient’s will to live is 


the outcome of the procedure 


or allaying fears may save hours of anxiety after the 
operation. The patient’s will to live is of the utmost 
importance to the outcome of the procedure. 

The purpose of surgery is to save life, to restore 
the function of an organ, or to make life more com- 
fortable by alleviating pain that is amenable to surgery. 
The urge to perform multiple procedures during an 
emergency operation is to be condemned. The unneces- 
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sary and dangerous exploration of an abdomen during 
an operation for an acute inflammatory disease reveals 
lack of surgical judgment. Procrastination, another 
common fault, may cause loss of life, as in delayed 
operation for intestinal obstruction, particularly in cases 
of gangrenous bowel. On the other hand, rushing into 
an operation without proper evaluation of the surgical 
problem is equally deplorable. 

Basic principles of the actual performance of sur- 
gical procedures are little altered by time or fad. Tech- 
nics may vary, as the result of improved anesthetic 
agents and methods and the introduction of sulfona- 
mides and antibiotics, but the basic attention to gentle- 
ness in the handling of tissues remains unchanged. Asep- 
tic technic is as important now as it was before the intro- 
duction of the new drugs which have made one-stage 
procedures possible where formerly two- or three-stage 
procedures were necessary. Sharp dissection of tissues, 
careful hemostasis, obliteration of dead spaces, and 
avoidance of tension are as basic today as when first 
advocated by Halsted.* 

Extension of surgical procedures has been made 
possible during the last half-century by continued im- 
provement in anesthesiology, more effective antisepsis, 
roentgenology, and proper use of blood transfusion be- 
fore, during, and after the operation. Parenteral nutri- 
tion and antibiotic therapy have played a most impor- 
tant part in the extension of surgical procedures but 
have not altered basic principles or tenets. Surgical 
advances will be made as long as surgeons cultivate 
discontent with existing methods.* Meddlesome opera- 
tions are to be decried, the meddlesome surgeon being 
identified by John Hunter as “one who thinks he is 
possessed of powers superior to nature.” 

Postoperative care of the surgical patient should 
begin well in advance of proposed surgical procedures. 
The length of time, or the intensity of effort, devoted 
to such care will certainly minimize the possibility of 
postoperative complications. Prevention of such com- 
plications should be the goal of every person partici- 
pating in the care of a surgical patient. This includes 
the entire hospital personnel: admitting clerk, adminis- 
trative officers, orderlies, and maids, as well as the pro- 
fessional staff. Postoperative orders should represent 
the composite thinking of the operating team, not only 
with regard to immediate safety and comfort of the 
patient, but also in anticipation of foreseen or unfore- 
seen eventualities. One member of the operating team, 
selected by common consent, should alone be respon- 
sible for the writing of explicit orders. This will pre- 
vent failure of orders to be written, or the duplication 
of orders, and often will obviate unnecessary expense 
and discomfort to the patient. 

Recovery rooms are proving valuable in the care 
of the immediate postoperative case. Here it is pos- 
sible to assemble, with minimal expense, the equipment 
essential to the welfare of the anesthetized patient. 
Highly trained personnel is imperative. While the 
patient is unconscious the attendant must make sure 
he has an adequate airway, must prevent the aspira- 
tion of vomitus, blood, or mucus, and watch closely for 
signs of impending shock. 

The incidence of postoperative shock may be 
materially reduced by adequate preoperative prepara- 
tion and by skillful operative procedures, but the risk 
remains one of the most important considerations for 
the entire operating team. A concise definition of shock 
is as follows :* 


A condition of acute peripheral circulatory failure due to 
derangement of circulatory control or loss of circulating fluid 
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and brought about by injury. It is marked by pallor and clam- 
miness of the skin, decreased blood pressure, feeble rapid pulse, 
decreased respiration, restlessness, anxiety and sometimes un- 
consciousness. 


Deferred or delayed shock is defined as “severe 
physical or mental disturbance, of which the symptoms 
occur a considerable time after the injury or mental 
impression is received.” 

Hypovolemic shock concerns us largely since it 
is encountered as a result of extensive wounds, hemor- 
rhage, or crushing injuries. A 10 to 25 per cent reduc- 


tion in blood volume is required to cause a reduction. 


in blood pressure. Hemorrhage may be frank or con- 
cealed. In crushing injuries, 2 to 3 liters of blood may 
extravasate into the tissues. Prior to 1930, interest in 
blood transfusion as a means of combating shock was 
qualitative rather than quantitative. One pint of blood, 
regardless of quantity of blood lost, was usually con- 
sidered adequate. Blalock and Phemister in 1930 pro- 
pounded the quantitative fluid consideration of shock 
as the result of their studies on trauma. Modern blood 
and plasma banks are based on the quantitative con- 
cept of shock. 

Attempts are being made at present to understand 
not only what causes shock in the beginning, but why 
it is irreversible when it has progressed beyond a cer- 
tain point. Studies in irreversibility have been based 
on research involving the exsanguination of animals 
to the point of shock. Immediate restoration of blood 
volume to normal or slightly below normal resulted in 
immediate improvement. Short delay in restoration 
required a greater amount of blood for recovery than 
was originally removed. Delay of a few hours required 
several times the amount of blood lost and frequently 
did not prevent death of the animal from shock. 

Treatment of shock in surgical patients must be 
accomplished before irreversible changes occur. Six 
standard procedures should be considered: 

1. Fluid replacement: The replacement should be 
early and quantitative, with whole blood repiacing blood 
lost, or plasma replacing plasma. The hematocrit read- 
ing is valuable in making rough determinations when 
the chief loss has been in plasma. The normal hema- 
tocrit level is 45. 

2. Drugs: ACTH should be used with caution or 
preferably not at all, since the patient’s own stress 
reaction is already stimulating the adrenal cortex to its 
full capacity. Extensive studies of the use of vaso- 
constrictors failed to show a higher survival rate in 
cases so treated. 

3. Heat: Conservation of normal body heat is nec- 
essary, but the application of external heat may be 
harmful. In 1945 Bergman and Prinzmetal® established 
68° F. as the optimum room temperature for recovery 
from shock induced in mice. 

4. Analgesics and sedatives: Analgesics and seda- 
tives should be given for control of pain and should 
be administered intravenously in half to two-thirds 
the usual subcutaneous dose. During World War II, 
Beecher® made extensive studies of the use of merphine 
in cases of deep shock. He concluded that severe 
shock lessened the absorptive powers of the patient to 
the extent that a pooling of morphine occurred in tis- 
sues when repeated doses were given. Blood transfu- 
sions relieved shock; the patient’s absorptive powers 
returned, and morphine poisoning resulted. Beecher 
concluded that intravenous morphine is effective and 
safe in a dosage of 10 mg. or 1/6 grain. 

5. Oxygen: Maintenance of an adequate airway 
is imperative. Supplemental oxygen may be used as 
indicated. 
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6. Position of the patient: Lowering the patient’s 
head is a useful temporary measure. Diaphragmatic 
excursion must not be hampered by abdominal contents 
nor should the patient with peripheral arterial disease 
be maintained in this position at the risk of permanent 
ischemic changes in the feet. 

The importance of specific, concise orders on the 
chart, as well as careful records by nurse, intern, resi- 


Basic principles of the actual 
performance of surgical procedures 


are little altered by time or fad 


dent, and attending physician, cannot be overempha- 
sized. Orders must be written in consideration of all 
the vital processes: 

. Management of circulation 

. Maintenance of respiration 

. Nutrition 

. Control of pain 

Management of the urinary bladder 
Management of the gastrointestinal tract 

Care of wounds 

. Antibiotic therapy. 

Management of circulation and proper mainte- 
nance of respiration have been discussed above, in con- 
nection with the treatment of shock. The nutritional 
status of the patient who undergoes elective surgery 
should receive careful attention before he enters the 
hospital. Blood chemistry determinations, including 
blood sugar, serum protein concentration, chlorides, 
potassium, and cholesterol, will serve as a guide in the 
patient’s preoperative diet. Following the operation the 
same considerations: should be taken into account. 
Present-day anesthetic agents make possible early ali- 
mentation by the oral route, except when contraindi- 
cated by specific reasons such as persistent vomiting, 
operation on the upper gastrointestinal tract, or severe 
diarrhea. Parenteral feedings are invaluable as a means 
of nourishing the patient until oral feedings may be 
instituted. By the intravenous route, glucose may be 
administered in concentrations of from 5 to 50 per 
cent, the 5 per cent solution being about isotonic. Pro- 
teins may be given in the form of amino acid mixtures 
or as hydrolized proteins. Intravenous ethyl alcohol 
will provide 7 calories per gram. In a 10 per cent 
solution the sedative effect, especially in older people; 
is of value. A mixture of 5 per cent glucose, 5 per 
cent alcohol, and 5 per cent protein hydrolysate can 
be administered ; 2,000 ml. of such a mixture will pro- 
vide 1,500 calories. Oral feedings should be instituted 
as quickly as is practical. There is a decided psychologic 
as well as nutritional value to the patient who is served 
good food, well prepared and artistically displayed. 

Control of pain must be based on the require- 
ments of the individual patient, who is the only one 
who knows how much pain is being experienced. The 
patient’s mental attitude often reflects his confidence 
in his doctor. When he realizes that his physician is 
completely interested in his welfare and comfort, he 
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There seems no way out of 
the paradox that man’s scientific 
genius applied to the destruction 

of his fellow man is also 
the goad forcing him toward 


the advancement of life-saving 


surgical technics and procedures 


will abide by his physician’s opinion regarding the 
amount of sedation ordered. 

Sedatives and anodynes must be carefully selected 
for each case. Morphine sulfate, long universally used 
postoperatively, is not without disadvantages. Since 
cerebrospinal pressure is increased, morphine is con- 
traindicated in patients with head injuries. Morphine 
depresses the respiratory center, causing a tendency 
toward respiratory acidosis as a result of increased 
carbon dioxide in the blood stream, and it also de- 
presses the cough reflex. Morphine produces a variety 
of effects on the gastrointestinal tract : increased sphinc- 
ter tone, resulting in delayed emptying of the stomach 
and of the colon, decreased secretions and motility, as 
well as increased tone of the intestinal tract. The 
sphincter of Oddi shows increased tone with lessened 
flow of bile and pancreatic juices. Decrease in urinary 
output, increased muscular tone, and increased urgency 
and difficult micturition complicate the postoperative 
care of some patients when morphine is used. 

Dilaudid has essentially the same action as mor- 
phine with the exception that it is from five to ten 
times as potent in raising the threshold of pain. The 
duration of action is slightly less than that of mor- 
phine. Codeine also has essentially the same action as 
morphine, but to much less degree. Pantopon contains 
the soluble hydrochlorides of the total alkaloids of 
opium in their original proportions, and is tolerated by 
some patients who react unfavorably to morphine or 
dilaudid. 

Demerol, a synthetic agent, has analgesic proper- 
ties ranging between those of codeine and morphine. 
Since it has but slight hypnotic effect, a barbiturate must 
often be used in conjunction with it. Demerol appar- 
ently does not produce increased sphincter tone in the 
gastrointestinal or urinary tract. 

Barbiturates for, sedation, judiciously used, have 
a wide range of usefulness. Potentiators such as chlor- 
promazine (Thorazine) apparently diminish reaction to 
pain and may prolong the effects of sedative drugs. 
Control of pain by nerve block may afford relief to 
the patient when other measures are ineffectual. 
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Physical measures for relief of the patient’s dis- 
comfort postoperatively are of immeasurable benefit. 
Every osteopathic physician and surgeon has as an in- 
tegral part of his abilities the means of relieving mus- 
cular aches and spinal tension common to all bed 
patients. Proper support of spine and extremities is 
imperative. Early ambulation is physiologically and 
psychologically sound, as has been proved in the past 
15 years. 

Management of the urinary bladder should consist 


primarily, in the average postoperative case, of ensur- 


ing the complete emptying of the organ. Urinary reten- 
tion is too often overlooked by hospital personnel. For 
example, the nurse may record frequent voidings of 
25 to 75 cc.; the attending physician then finds the 
bladder grossly distended in a miserably uncomfort- 
able patient, and catherization results in obtaining 800 
to 1,200 cc. A catheter left in place for 24 hours will 
obviate this condition. Irrigation of the bladder with 
a suitable solution should precede removal of the 
catheter. 

Postoperative distention of the abdomen may be 
due to paralytic ileus or to acute gastric distention. 
Either condition is a distinct threat to life and must be 
guarded against. Abdominal distention is due to in- 
hibition of the autonomic pathways—those functional 
divisions of the nervous system which supply the 
glands, heart, and smooth muscles with their efferent 
and afferent innervation. They are divided into the 
parasympathetic (or craniosacral) nerves, comprising 
the third, seventh, ninth, and tenth cranial nerves, as 
well as the first and second sacrals, and the sympathetic 
(or thoracolumbar) nerves, comprising the thoracic 
and the first and second lumbar nerves. 

The prevention of abdominal distention depends 
on an understanding of the various conditions that can 
lead to distention. Injuries to the spine, so frequent 
in auto accidents, causes paralytic ileus. Retroperi- 
toneal operations are likely to cause paralytic ileus, a 
situation hard to avoid when such operations are neces- 
sary. Manipulation of the viscera seems to interfere 
with early return of tone to stomach and intestines ; 
therefore, the utmost gentleness in handling and mini- 
mal “packing-off” help prevent distention. Overdisten- 
tion of the stomach by improper forcing of anesthetic 
gases into the stomach must be avoided. Injudicious 
use of oxygen through a catheter in the nasopharynx 
may result in the swallowing of air and oxygen during 
the immediate postanesthetic stage. 

Evacuation of the stomach by Levine tube or 
intestinal intubation with Wangensteen suction should 
be promptly inaugurated. The use of such parasym- 
pathetic stimulants as prostigmine is valuable prophy- 
lactically and therapeutically. With intubation, care to 
restore fluid and electrolyte balance is necessary. Dis- 
tention of the colon is best avoided or relieved by use 
of the Harris flush or by enemas. Early ambulation 
of patients seems to minimize abdominal distention. 
Certainly early access to normal bathroom facilities has 
a favorable psychologic effect. 

Nausea and vomiting may be prevented by ade- 
quate preoperative preparation, gentleness in handling 
of tissues, proper choice of sedation before and after 
the operation, prevention of hypoglycemia and of hypo- 
tension, and maintenance of the electrolyte balance. 
The use of antiemetic drugs such as Marezine (cycli- 
zine lactate) 50 mg., Dramamine (dimenhydrinate) 50 
mg., or Thorazine (chlorpromazine) 5 to 25 mg., may 
be necessary if other methods are not quickly effectual. 
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Hiccough may be defined as spasmodic contrac- 
tions of the diaphragm accompanied by closure of the 
glottis. This annoying postoperative complication may 
be due to central nervous system disorders, such as 
hypoxia in the centers controlling the muscles of res- 
piration. It may be due to irritation of the phrenic 
nerve. It may also be due to irritation of the diaphragm 
by gastric or intestinal dilation, or to irritation of the 
subdiaphragmatic area by chemical or bacterial agents. 
Surgical procedures involving the diaphragm itself may 
be responsible for hiccough; this can be prevented at 
the time of the operation by light crushing of the 
phrenic nerve or by nerve block. Treatment of hiccough 
is often disappointing ; as a result, several procedures 
may be used and if relief is obtained it is difficult to 
determine which procedure was effective. Gastric lav- 
age, Wangensteen suction, pressure on or blocking of 
the phrenic nerve, inhalations of carbon dioxide, and 
mild hypnotics are usually effective. Pharyngeal stimu- 
lation sufficient to produce a violent gag reflex may 
prove effective when other methods fail. 

Wound dehiscence occurs in less than 1 per cent 
of postoperative cases. This condition generally occurs 
in the cachectic patient after the third or fourth post- 
operative day, and usually follows gross abdominal 
distention or violent coughing. Immediate closure of 
the abdomen by the so-called Mayo closure is invariably 
successful. In my opinion, the careful layer-to-layer 
closure of the abdomen in the cachectic patient prob- 
ably causes ischemia. A primary Mayo closure in these 
cases would probably obviate wound disruption. Elec- 
tive cases, when properly prepared nutritionally, and 
where cough and distention are immediately controlled, 
should afford no problem in this respect. 

Care of the average clean incision is simple. Dress- 
ings do not require frequent changes. Inspections for 
evidence of infection should be made regularly, espe- 
cially if the patient’s temperature is elevated on the 
third or fourth day after the operation. Simple drain- 
age results in prompt recovery when abscesses occur 


® The microbiological era of medicine and public health 
has profoundly changed the practice of medicine, has 
brought into existence and cultivated the techniques of 
preventive medicine, sanitary engineering, and public 
health, and has made revolutionary changes in the sta- 
tistics of human morbidity and mortality. The micro- 
biological diseases, almost to the exclusion of all others, 
have occupied the attention of the medical practitioner, 
the investigator, and the educator for more than 50 
years. Only recently, compelled by the changes in the 
causes of illness and death, has attention begun to shift 
‘proportionately to chronic degenerative diseases. 
Meanwhile the environment of the Nation’s popula- 
tion has been changing. The microbiological threats to 
human life and health have been replaced by the inani- 
mate threat of the machines and materials which inven- 
tive man has made, and by the forms of energy with 
which he has surrounded himself. The physical basis of 
modern industry is something new under the sun—an en- 
vironment which, in the making, has taken so much of 
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Man and environment 


at the site of the incision. Antibiotics should be used 
as indicated, not indiscriminately. 

The science and art of surgery have been advanced 
by the increasingly destructive exigencies of war. The 
basic principles of surgery are rooted in and have con- 
tinued to grow out of the surgery of trauma. There 
seems no way out of the paradox that man’s scientific 
inventive genius applied to the destruction of his fellow 
man is also the goad forcing him toward the advance- 
ment of life-saving surgical technics and procedures. 


Summary 


Although surgery as an art and science is con- 
stantly changing, the basic principles of surgical phi- 
losophy have remained fundamentally unchanged. The 
best care is rendered to the surgical patient by the team 
consisting of hospital personnel, referring physician, 
anesthesiologist, and surgeon. Such care is directed 
toward the regulation of physical and mental status of 
the patient before the operation, competent perform- 
ance of operative procedures, and solution of the mani- 
fold problems of the postoperative recovery period. 

3200 W. Sixth St. 
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man’s total time, effort, thought, and ingenuity as to 
leave him little to expend on learning what might be its 
ultimate effects upon himself. 

Not only is the incidence of occupational disease un- 
known because suitable mechanisms for reporting and as- 
sembling information are lacking, but great areas of in- 
dustry are not under such observation as would provide 
this information. It is by no means certain, therefore, 
that the effects of the composite hazards of industry 
have not affected the national health since, in our gross 
morbidity and mortality statistics, the brilliant results of 
microbiological prophylaxis and therapy may have 
masked these effects. We do not know, and we have no 
present means of knowing, just what has resulted from 
the profound changes wrought in the industrial environ- 
ment by modern technology. 

Why are we not more deeply concerned about what 
has been happening to us during the last half century 
within the revolutionized environment of our daily work? 
—Public Health Reports, December 1958. 
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I. RECENT YEARS much effort has been ex- 
pended by medical research workers in an attempt to 
utilize the laboratory as an adjunct in the diagnosis, 
therapeutics, and formulation of a prognosis in cases 
of myocardial infarction. For example, the work con- 
cerning serum glutamic oxaloacetic transaminase has 
been so extensive that every clinician is well acquainted 
with its fluctuations in myocardial infarction and other 
conditions. 

The work of Losner, Volk, and their associates, 
however, has not received as intense a scrutinization. 
In 1951, these physicians formulated a method for the 
determination of prothrombin and fibrinogen blood 
levels employing the spectrophotometer.’? In 1954, 
Losner, Volk, and Wilensky* executed a study of the 
fibrinogen concentrations of the plasma in cases of 
acute myocardial infarction, employing their clot den- 
sity spectrophotometric technic. Their findings indi- 
cated that in acute myocardial infarction, the fibrinogen 
concentration of the plasma correlates well with the 
clinical picture and allows an estimation of the severity 
of the disease process at the end of the first week. An 
increase of the fibrinogen concentration in gravely ill 
patients above 800 mg. per 100 cc. has been noted, 
while relatively mild cases are usually associated with 
a moderate elevation. Fibrinogen concentration returns 
to normal values in most cases at the end of 3 weeks. 
In cases of myocardial infarction complicated by left 
ventricular failure, the fibrinogen concentration re- 
mains increased for prolonged periods, while in cases 
of coronary insufficiency, the fibrinogen concentration 
remains norma 

When hy} agents are adminis- 
tered for anticoagulant therapy, the determination of 
the prothrombin time by the photoelectric method yields 
the fibrinogen concentration (clot density) without the 


*Study done in the Division of Cardiovascular Diseases of the Kan- 
sas City College of Osteopathy and Surgery, Kansas City, Missouri, with 
special grant funds from the National Heart Institute of the U.S. Public 
Health Service—Grant No. HT 5026. 

tRecipient of undergraduate Research Grant, National Heart In- 
stitute. The work was done while a senior student at the Kansas City 
College of Osteopathy and Surgery. 
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use of an additional procedure and the clinical course 
of the patient may easily be followed. 

In 1954, Losner, Volk, and Kanof* performed a 
study of rheumatic fever patients with the following 
conclusion: Severity of a case is indicated by persist- 
ently high fibrinogen concentration, while a mild course 
is suggested by a spontaneous decline to normal values 
before institution of cortisone therapy. 

It is the objective of this study to review the work 
of Losner, Volk, and their various associates’? and to 
evaluate the role of plasma fibrinogen determinations in 
cases of myocardial infarction. 


Methods and materials 


Following personal communication with Dr. B. W. 
Volk, the procedure advocated by him and his col- 
leagues'® was employed. Clot density determination 
by this method is based upon the photoelectric determi- 
nation of prothrombin time. The fibrinogen concentra- 
tion is derived from the difference of the optical densi- 
ties of the plasma before and after clotting as read 
from the upper (optical density) scale of the Coleman 
Spectrophotometer Junior Model 6A. This determina- 
tion can be performed within a few minutes, utilizing 
only 0.1 ml. of plasma. Furthermore, it furnishes two 
results from one procedure, namely, the prothrombin 
time and the fibrinogen concentration. 

Clot Density Determination of Plasma Fibrinogen.—V enous 
blood was withdrawn and added in a ratio of 9:1 to 0.1 M. solu- 
tion of sodium citrate. After centrifugation, 0.1 ml. of plasma 
and 0.1 ml. of fresh rabbit brain thromboplastin (Difco) were 
placed in a cuvette measuring 6 mm. in diameter and 7.5 cm. in 
length. The mixture was then incubated in a water bath at 37 C. 
for 3 minutes. Thereafter, the cuvette was placed into the mi- 
croadapter of a Coleman Junior Spectrophotometer Model 6A 
with the wavelength set at 500 mu and 0.1 ml. of 0.02 M. solution 


Fig. | 
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of calcium chloride was blown swiftly into the cuvette. At this 
point, the optical density was read from the upper (optical 
density) scale and recorded. At the instant of clotting the gal- 
vanometer light beam suddenly began to move to the left. The 
final optical density was read and recorded, and the first value 
was subtracted from the second reading. The difference, multi- 
plied by 100, was termed “clot density.” From this value the 
fibrinogen level was calculated according to the following, 
previously elaborated, formula: F = 18d + 120, where F indi- 
cates fibrinogen in milligrams per 100 ml. of plasma and d 
represents the clot density. The clot density in normal persons 
of either sex ranges from 5 to 15, corresponding to a fibrinogen 
concentration ranging from 210 to 390 mg. per 100 cc.* 


Serial determinations of the plasma fibrinogen 
levels of diagnosed cases of myocardial infarction were 
performed. 

Myocardial infarction was diagnosed on the basis 
of history, physical examination, clinical course, elec- 
trocardiographic changes, and laboratory studies. Cases 
were not considered examples of myocardial infarction 
unless there were typical electrocardiographic findings, 


Fig. 3 Fig. 4 


hospital day and then showed a progressive decline to 
a normal level until his discharge. 

In Case 2, the patient had a series of 8 plasma 
fibrinogen determinations prior to his discharge. His 
maximal level was achieved by the third hospital day 
and then progressively returned to a normal level (Fig. 
2). 

In Case 3, there was a series of 15 determinations 
over a period of 18 days, as illustrated in Figure 3. In 
this case the fibrinogen level remained the same for 
a longer period than in the aforementioned cases. 

The curve for Case 4 is illustrated in Figure 4. 
It is felt that the infarction occurred at least several 
days prior to the patient’s entry into the hospital, since 
his fibrinogen level was elevated upon entry and pro- 
ceeded to decline after that time. 

Figure 5, illustrating Case 5, indicates that the 
peak of the infarction had been reached prior to the pa- 
tient’s hospital entry. 


TABLE I—RELATIONSHIP OF FIBRINOGEN CONCENTRATION 
TO MYOCARDIAL INFARCTION 
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The curve in Figure 6 (Case 6) suggests that the 
infarction took place prior to the patient’s hospital en- 
try. 

4 In Case 7, the plasma fibrinogen level was within 
normal limits at all times (Fig. 7) ; the same situation 
existed in Cases 8 and 9, as illustrated by Figures 8 
and 9. 

In Case 10 (Fig. 10) there was a rise in the 
fibrinogen level; however, the increase still remained 
within the normal plasma fibrinogen range. 

Case 11 is illustrated by Figure 11. 

In Case 12, the high was 607 mg. per 100 cc. This 
patient was discharged with a level of 548 mg. per 100 
ce. It was felt that the infarction had occurred several 
weeks prior ot the patient’s hospital entry. 

A number of patients with other conditions were 
studied and in each case the plasma fibrinogen level 
was within normal limits or was only slightly elevated. 
Among the conditions studied were myocardial 
ischemia, orthostatic hypotension, duodenal ulcer, sinus- 
itis, homologous serum jaundice, and gastroenteritis. 


Conclusions and summary 


The fibrinogen concentration of the plasma in 8 
of the 12 cases of myocardial infarction under study 
was elevated above normal during the course of the 
patient’s hospitalization. In all 8 cases there was a 
return to normal levels within 5 to 21 days. It is 
probable that, had all the patients been seen during the 
acute phase of the infarction, all would have dem- 
onstrated an elevated plasma fibrinogen level. 

The patients under study did not achieve the high 
levels noted in some of the patients included in the 
study of Losner, Volk, and Wilensky.* All 12 made 
uneventful recoveries from the infarction and were 
subsequently discharged. Thus, it was impossible to 
substantiate the portion of the aforementioned study in 
which 4 of the 9 patients with a maximum clot density 
above 43 subsequently died. However, it may be con- 
cluded that since none of the 12 patients demonstrated 
a clot density of about 42.3, and since none died, 
cases of massive infarction demonstrate even higher 
plasma fibrinogen levels than noted in this study and 
that these cases would present a poorer prognosis. The 
level of fibrinogen concentration of the plasma may, 
therefore, be of value in determining the severity of a 
particular case. 

Since none of the patients under study experienced 
complicating factors, it was impossible to note pro- 
longed elevations nor renewed increases of the plasma 
fibrinogen level with such complications. Such a re- 
lationship had been reported in the study of Losner, 
Volk, and Wilensky.® 

The increased fibrinogen concentration is evident- 
ly limited to conditions in which there is considerable 
necrosis, as in cases of myocardial infarction.’ This 
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can be concluded since no such elevations were noted 
in the other disease entities under study. 

When anticoagulant therapy with hypoprothrom- 
binemic agents is administered, the determination of 
the prothrombin time by the photoelectric method 
yields the fibrinogen concentration (clot density) with- 
out the use of an additional procedure and the clinical 
course of the patient may easily be followed. 

The fact that only 12 diagnosed cases of myocar- 
dial infarction were studied, some of which were not 
seen until some time following the actual infarction, 
limits to a considerable extent the conclusions which 
may be reached as a result of this study. However, it is 
evident that the plasma fibrinogen level does indeed 
undergo a significant alteration in cases of myocardial 
infarction, and that a more extensive study is in order 
to determine the exact role of plasma fibrinogen de- 
terminations in the diagnosis, treatment, and establish- 
ment of a prognosis in cases of myocardial infarction. 
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Modern 


NURSING 


in hospitals* 


Part I 


EMYLOU KEITH, R.N.+ 


Jefferson City, Missouri 


Noeane IN HOSPITALS today is in a pe- 


riod of transition as are all other fields in nursing. The 
concept of nursing is a dynamic, changing one, deeply 
affected by the events of the past decades. It is much 
less difficult to cite changes in nursing and problems 
arising from these changes than to offer solutions to 
these problems. Research in nearly every aspect of 
nursing suggests that clear-cut answers to nursing s 
problems are not yet available but are emerging slowly 
while they are changed constantly by new discoveries, 
new knowledge, and world events. 

I believe that in order to understand more clearly 
the changing role of nursing in hospitals, it is neces- 
sary to define the objectives of modern nursing. These 
are to give comprehensive care to the individual who 
is sick, to contribute to his rehabilitation, and to pro- 
mote health and prevent ill health. The objectives of 
nursing, which are synonymous with the needs of the 
patient, have not changed radically over the years, but 
the interpretation of their meaning, the emphasis placed 
on each objective, and nursing practices through which 
these objectives are achieved are the changing concepts 
in nursing. 

There are many factors which contribute to the 
changing role of nursing and to the myriad problems 
which have arisen. Nursing technics and skills have 
changed to keep abreast of advances in medical sci- 
ence. New technics in surgery, new medicines, new 
therapeutic procedures, and new diagnostic tests de- 
mand greater skill, versatility, specialization, and re- 
sponsibility in the nurse. Our population is expanding 
because medical progress has added years to our average 
life expectancy and because of a rising birth rate. To 
the nursing profession this means that more people 
will require nursing care and that planning must include 
long-term health needs of the chronically ill and aged. 
Early ambulation has reduced the patient’s stay in the 
hospital, but it has increased the amount and com- 
plexity of nursing service that is required in this briefer 
period of hospitalization. Prepaid medical plans, changes 
in medical practice, and the public’s changing attitude 
toward hospitals are among the factors which have 
increased the rate of hospitalization and thereby af- 
fected nursing. 

*Presented at the annual meeting of the American Osteopathic Hos 
pital Association, St. Louis, Missouri, October 28, 1957. 


+Mrs. Keith is Hospital Nursing Consultant, Bureau of Hospital 
and Nursing Home Licensure, Division of Health, State of Missouri. 
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Nurse-patient relationships are changing as we be- 
come increasingly aware of the significance of socio- 
logic and psychologic needs of the patient. The forward 
look in nursing is patient-centered care and an under- 
standing of the emotional, mental, social, and spiritual 
needs of the patient as well as his physical needs. 

New relationships have been established as new 
members have been added to the health team to provide 
services as essential to the total concept of good patient 
care as is nursing. The shortage of professional nurses 
has caused the introduction of the practical nurse, the 
attendant, and the non-nurse worker as new and essen- 
tial members of the nursing team, but the functions and 
utilization of nonprofessional personnel have created 
a new concept in patient care and many unresolved 
problems. 

The functions of the professional nurse are chang- 
ing as nursing care becomes more complex and requires 
a wider range of skills. The functions of the practical 
nurse have not been clearly established, and too often 
the practical nurse is used to fill any gap in nursing 
service. The patterns of education of the professional 
and nonprofessional nursing student are being studied 
constantly and changed to meet the demands and re- 
sponsibilities of the professional and nonprofessional 
nurse. 

These are some of the factors which are con- 
tributing to the changing concept of nursing in hos- 
pitals. Let us look more closely at three important 
aspects in modern nursing: the functions of the nurse, 
the shortage of nursing personnel, and the rights of 
the patient. I have selected the first two, the functions 
of the nurse and the shortage of personnel, because, 
in the Midwest at least, they are inescapable. I have 
selected the third for the opposite reason. The rights 
of the patient are receiving an increasing amount of 
recognition, but more often than is desirable, the rights 
of the most important person in our hospital structure 
are supplanted, at least temporarily, by more urgent 
and compelling pressures. 


Functions of nurse 


The role and functions of the professional nurse 
have changed tremendously since the turn of the cen- 
tury when the nurse was not even trusted to use the 
clinical thermometer, or even since the 1930’s when 
she was officially allowed to take blood pressures. Nurs- 
ing then was caring for patients who were hospitalized 
for long periods and who required a great deal of per- 
sonal care and simple therapeutic measures. There was 
more time to spend with the patient. Before the dis- 
covery of the antibiotics, vigilance and individual care 
were the key words in nursing care of the patient 
stricken with illnesses such as pneumonia and perito- 
nitis. The role of the student in nursing service was the 
problem in those days. 

During the doctor shortage in World War II, 
functions that had been carried out by the physician 
were, through necessity, assigned to the nurse. These 
functions included giving intravenous injections, re- 
moving sutures, and replacing tracheotomy tubes. As 
medical science has advanced, more and more thera- 
peutic procedures and diagnostic tests have been dele- 
gated to the nurse by the physician. 

The first shortage of nurses came also with World 
War II, and practical nurses and auxiliary nursing 
workers were introduced in large numbers to hospital 
nursing. The role of the professional nurse and the 
functions of the practical nurse and the auxiliary 
worker are our problems today. 
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The American Nurses’ Association has undertaken 
a study to define the functions, standards, and quali- 
fications of the professional nurse in the hope that it 
will contribute to better utilization of professional nurs- 
ing skills. The American Nurses’ Association and the 
National Federation of Licensed Practical Nurses have 
worked together to define the functions of the practical 
nurse in order to have a guide in utilizing her services. 
Although the limits of practical nurse practice are 
established by law in most states, the functions of the 
practical nurse still pose a very real problem, espe- 
cially where the professional nurse shortage is critical. 

The functions of the professional nurse are chang- 
ing as nursing care becomes more complex and requires 
a wider range of skills, including teaching, supervision, 
and administration. The professional nurse has as- 
sumed a less personal role in patient care. Increasing 
proportions of her time are spent in teaching, super- 
visory, administrative, and managerial functions ; these 
are integral parts of nursing, but they leave less time 
for the professional nurse to give direct patient care 
with the result that more and more of the care of 
patients is being delegated to the auxiliary worker. 

This situation has created a new concept in patient 
care, the team plan or method of assignment, in which 
the professional nurse is the leader of the team and 
one or more practical nurses or nurse aides or attend- 
ants work with her and under her direction. Although 
the team plan is not used widely in hospitals in Mis- 
souri, it does offer one answer to the professional 
nurse shortage. 

Another answer is the use of technicians with spe- 
cial training in the operating room or the delivery 
room; these have proved themselves valuable mem- 
bers of the nursing staff. Ward clerks may be used to 
relieve the nurse of many clerical tasks such as order- 
ing supplies, charting temperature and pulse, and 
respiration rates, and copywork. 

There are three measures which are important in 
the safe and effective utilization of nonprofessional 
personnel. The first is to define clearly the duties for 
each level of personnel. Personnel should be informed 
so that they understand their responsibilities and ex- 
pected contributions to nursing service. A recent survey 
of Missouri hospitals revealed that only 10 per cent 
had such information available. The second is that 
personnel should not be encouraged or permitted to 
perform tasks beyond their level of preparation. The 
third is that adequate supervision be provided. 

Progressive nursing service administration includes 
provision for in-service education, including orientation 
for new personnel as well as a continuous program 
designed to introduce new drugs, new equipment, new 
procedures, and new hospital policies. Written procedure 
manuals are available for reference. There is a plan for 
continuing professional growth. Written assignments 
outline the activities of each auxiliary worker and these 
activities are supervised and at least periodically evalu- 
ated. Such administrative devices, properly developed 
and utilized, can effect remarkable improvements in 
nursing service. 


Shortage of personnel 


The number of professional nurses actively en- 
gaged in nursing has increased significantly in the past 
few decades. In 1910, there were approximately 50 
nurses for every 100,000 members of the population. 
By 1940, the ratio had increased to 216 nurses for 
every 100,000 people. In 1956, there were 430,000 ac- 
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tive professional nurses or 258 nurses for every 100,000 
people. There were nearly 170,000 professional nurses 
and over 350,000 practical nurses and attendants work- 
ing in hospitals. These figures are impressive, yet there 
is not an adequate supply of nurses to meet the de- 
mands of nursing service. Missouri alone needs 3,600 
professional nurses to meet the needs of all the fields 
of nursing. 

Nursing services in hospitals require more nurses 
because there are more duties to be performed by the 
nurse and they are increasingly complex and time- 
consuming. The number of hospitals as well as the 
number of hospital beds have increased rapidly, creat- 
ing new positions for nurses. The inauguration of the 
8-hour day and then the 40-hour week have contributed 
to increasing demands for nurses. Supervisory and 
administrative positions in hospitals have created new 
needs. New units or departments, such as recovery 
rooms and premature nurseries, have created new posi- 
tions for nurses. Many nurses are inactive because 
they are married or have family responsibilities ; how- 
ever, the fact that the majority of nurses active in the 
profession are married is an interesting sociologic 
trend. New careers are offered in industrial and mili- 
tary nursing. The need for nurse educators and con- 
sultants has increased as has the need for nurses on 
the public health and mental health teams. These are 
some of the factors contributing to the nurse shortage. 

New goals have been established for recruiting 
students for the professional schools of nursing. One 
study, projecting nursing service needs to 1970, esti- 
mated that 6 students must be recruited for the next 
3 years for each 4 that were recruited last year. This 
study also estimated that at least 300 nurses will be 
needed for every 100,000 people instead of the 258 
nurses we have today. Recruitment of practical nurses 
has been stimulated by Federal funds made available 
for their training. Attracting new members to the pro- 
fession is one approach. Another approach to increas- 
ing the supply of professional nurses available is to 
encourage and assist inactive nurses to become active 
members of their profession. Personnel policies and 
practices and lack of job satisfaction are often the real 
reason for retirement of nurses; therefore, these fac- 
tors merit consideration and evaluation, especially if 
turnover is high. 

There is hope, but no reassurance, that the nursing 
shortage will not be chronic. Where shortages exist, 
the hospital administrator, the medical staff, and the 
nursing staff must assume the responsibility for the 
quality of patient care. Shortage in personnel is not a 
good enough reason to justify inadequate nursing care. 

Automation will never affect nursing as it will 
other less personal services, but there are already many 
devices and technics for saving the nurses’ time and 
energy. Supplies such as sponges, cotton balls, and 
applicators, which at one time were made by the nurse, 
are now purchased ready-made. Disposable equipment 
for one-time use is now available for such procedures 
as enemas, intravenous injections, and irrigations. Time 
and motion studies have even been done to prove their 
efficiency. There are mechanical aids to reduce expendi- 
ture. Among these are the nurse-patient communication 
system, oxygen piped to patients’ rooms, and pneumatic 
tube systems for sending requisitions and _ reports. 
Equipment has been devised to save time and labor: 
needle washers, glove washers, patient lifts, and elec- 
trically operated beds. More consideration is given to 
good physical layout of the nursing unit to eliminate 
unnecessary steps and to determine whether supplies 
and equipment are stored in a place convenient for use. 
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Changes such as these cau influence staffing needs. 
Studies have shown that nurses spend up to one third 
of their time on record work. An addressograph for 
chart headings and requisitions and simplified charting 
reduce time spent on records. It is most important, 
however, when time- and labor-saving devices and tech- 
nics are instituted that personnel are oriented to and 
thoroughly understand their use or time and energy 
and cost of operation will not be saved. 


Rights of the patient 


Good nursing care is designed primarily to meet 
the needs of the patient. Many studies have placed 
emphasis on a problem or objective and the real issue, 
the rights or needs of the patient, have been considered 
secondarily, if at all. Sometimes we lose sight of the 
real goal as our perspective is directed toward an urgent 
problem or is guided by a subjective attitude. 

Hospital administration has joined the trend toward 
patient-centered care. For example, “opinionnaires” 
to evaluate hospital efficiency and service are sent to 
former patients by some hospitals, and the results are 
tabulated and answers analyzed for the purpose of im- 
proving service to the patient. 

Nursing, also, recognizes this trend. At a recent 
convention of one of the national nursing associations, 
it was suggested that “a bill of rights” be drawn up to 
show the patient what he could expect from the nurse. 
This example, of course, only serves to illustrate the 
direction of thinking. 

The ideals and satisfactions of nursing have not 
diminished despite the changing concepts and many 
problems in today’s nursing. These challenging prob- 
lems of today will become the milestones of tomorrow 
in the progress toward better patient care. But in order 
to accomplish this, the professional nurse must grow 
in stature as she accepts her new role and new respon- 
sibilities, and she must help the practical nurse to 
realize her true potentials in modern nursing. 


Part II 


SISTER OLIVIA DRUSCH, R.N.{ 
St. Louis, Missouri 


DuRING THE LAsT 20 years vast changes have oc- 
curred in the fundamental philosophies of nursing care 
in the hospital. These changes have been largely brought 
about by (1) the greater utilization of hospital facili- 
ties and the desire of the public for better medical care 
for everyone; (2) an awareness on the part of. the 
nursing profession of the role which nurses must play 
in this expanded hospital field; and (3) changes in 
philosophy of hospital and nursing administration. 

One of the most pressing of current problems is 
the shortage of hospital beds. On all sides hospitals 
and related institutions are expanding their facilities in 
an attempt to keep up with the increase in population 
and the need for better care of the sick. Expanded 
facilities, of course, mean an increase in personnel, 
especially in nursing personnel. Although nursing 
schools have continued to put out more and more 

tSister Drusch, a deaconess belonging to the Evangelical Deaconess 


Sisterhood, is Director of Nursing Service and Nursing Education of 
the Evangelical Deaconess Hospital School of Nursing in St. Louis. 
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nurses the demand far exceeds the supply, and the gap 
between supply and demand is an ever-widening one. 
Thus one of the most discussed topics at hospital and 
nursing conventions for the past years has been the 
shortage of nurses, 

However, nursing and hospital administrators are 


The ideals and satisfactions of 


beginning to find some solution to this problem. Twenty 
years ago most of the nursing in hospitals was done 
by graduate nurses. Gradually numerous categories of 
nursing personnel have been added: the practical nurse, 
the nurse aide, and the ward clerk. These additions 
have not been made without a struggle, especially on 
the part of the nursing profession. When practical 
nurses first appeared on the hospital scene they were 
resented by the graduate nurses who began to feel in- 
secure in their jobs. Practical nurse education varied 
from 2 to 12 months and the quality of care varied 
with the training of the nurse. This led to further re- 
sentments. Many hospital administrators and doctors, 
in their enthusiasm over additional personnel, added 
to this feeling of insecurity by predicting that practical 
nurses would usurp the positions held by graduates and 
expressed the hope that large numbers of practicals 
could be turned out yearly to meet the demand. 

The National Association for Practical Nurse 
Education, the National League for Nursing, and the 
American Nurses’ Association early entered this con- 
troversy by insisting that practical nurses become a 
part of the nursing team, but with prescribed educa- 
tional standards and under the jurisdiction of a state 
licensing board. As the practical and the graduate nurse 
worked side by side they developed respect for each 
other and for the work each was trained to do. Well- 
written job descriptions for each of the positions have 
helped to establish better support. The “team” concept 
of nursing was gradually developed to give even greater 
satisfaction to all who care for the sick. 

For years hospitals have employed nurse aides 
with varying degrees of on-the-job training. With the 
increased pressure on the graduate nurse this training 
became more sketchy and the nurse aide less competent. 
It was soon recognized that a few formal classes taught 
at spaced intervals by a competent instructor added 
greatly to the efficiency of this type of worker and at 
the same time freed the floor nurse from this repeti- 
tious job. 

Much is heard today about job simplification stud- 


ies and time and motion studies. Most of these ideas ° 


are borrowed from industry. Although many hospitals 
find these studies too technical, expensive, and time 
consuming, all have profited somewhat from their use. 

Hospital procedures tend to become routinized 
when followed for a period of years. Each new person 
adds a little something extra until a single routine be- 
comes a major operation. Today this problem is being 
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met by the appointment of a procedure committee, 
composed of nursing personnel. It is the duty of this 
committee to systematically scrutinize and simplify 
each procedure performed by nurses. It is surprising 
what a committee of this kind can do. Not only does 
it promote efficiency and save time but often it also 
effects a tremendous saving of supplies. 

Studies are being made of the utilization of nurs- 
ing personnel. The United States Public Health Service 
has made available a number of consultants to those 
hospitals that wish to undertake this study. Hospitals 
that desire to make their own surveys may buy as a 
guide the pamphlet, ‘““How to Study Nursing Activities 
in a Patient Unit,” made available by the U. S. Public 
Health Service. 

Some institutions prefer to make a more gradual 
survey of the utilization of their nursing personnel. 
This is done through the cooperative planning of the 
housekeeping and nursing service departments. Of 
every task done by nurses the question is asked, “Can 
this job be done as efficiently by less trained helpers ?” 
It is surprising how many jobs can be turned over to 
the housekeeping department after a careful survey 
is made. Care must be taken, however, that the patient 
will receive the same quality of care. 

Other duties which have been done by nurses, such 
as transporting of patients to the physical therapy de- 
partment, the x-ray department, or the laboratory, are 
being delegated to personnel under the supervision of 
these individual departments. Messenger service be- 
tween nursing and service departments relieves the 
nurses of many non-nursing duties. 

One of the greatest savings of nursing time has 
been the emphasis away from what is commonly called 
“paper work.” Most hospitals, in addition to a pro- 
cedure committee, also have a charting committee. 
Charting is a long established routine in hospitals— 
in fact, so routine that it is often useless for recording 
the things which could be of assistance to doctors in 
learning about a patient’s condition. In one hospital, 
a charting committee, with the cooperation of the med- 
ical and nursing staffs, reduced the charting by more 
than one half. Routine phrases such as “Slept well,” 
and “Up and about ad lib,” were abolished. Ordinary 
procedures which could be taken for granted as being 
done for all patients (bed bath, routine morning care, 
et cetera) were eliminated from the chart. For routines 
which needed to be charted a check sheet was devel- 
oped. Temperatures were recorded only on a graph. 
Routine temperature, pulse, and respiration checks were 
done only once a day. 

In addition, ward clerks were employed to relieve 
the nursing personnel of such duties as graphing the 
temperatures, ordering supplies, and answering the 
telephone in the nurses’ station. 

In the modern hospital, the nursing service depart- 
ment is a well-organized part of the institution. The 
head of the department is usually someone who has 
received special training for her position. She is better 
educated, better prepared in her specialty, and more 
conversant with hospital administration than her pred- 
ecessor of 20 years ago. 


She must be skilled in such processes of administration as 
planning, organizing, directing, and controlling. No longer does 
the hospital and the nursing service tend to run itself, based 
upon traditional factors, procedures, and behavior patterns. 
Too many forces are at work, too many changes are occurring 
in rapid succession, for a laissez-faire policy to be practical.’ 


The positions of head nurse and supervisor have 
undergone many changes in the last few years. Head 
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Patients today take for granted 
that nurses are competent 
in their work but often 
criticize the fact that they have 


become cold and professional 


nurses of the 1920’s and 1930’s kept control over the 
work of their subordinates. The term “‘snoopervision”’ 
was coined in this era. The head nurse of today is 
expected to be a leader, but her leadership takes the 
form of cooperative planning and of teamwork. The 
term “democratic leadership” is being used more and 
more by all levels of administration in the hospital. 

In order to help its staff keep pace with changes 
and advancements in their area of work and to qualify 
them for increased responsibilities, hospitals have set 
up in-service programs for all categories of workers, 
especially in the nursing department. All aspects of the 
in-service program—orientation programs, on-the-job 
training, staff education, and staff development pro- 
grams—make for better utilization of available staff, 
better job satisfaction, and better patient care. 

The creation of certain auxiliary services has done 
much to relieve the nurse of routine duties. The central 
supply department, the surgical and obstetric recovery 
rooms, and the centralized dietary service are today an 
accepted part of the hospital organization. 

Just as gadgets have revolutionized the home 
kitchen and relieved the housewife of many unpleasant 
duties, so gadgets of many kinds have helped the nurse 
to do her job more effectively. The use of paper and 
other disposable materials has simplified many other- 
wise arduous tasks. 

What about the patient in the modern hospital ? 
Is he any different from the patient of 20 years ago? 
In many respects he is different. He has come to 
accept the hospital as his home when he is ill. He has, 
through experience and by necessity, learned the rou- 
tines of hospital care, and has come to expect some 
things as part of that care. In various surveys which 
have concerned patient satisfaction with hospital care, 
three things invariably stand high on the list of what 
the patient considers to be of prime importance: a 
kind, sympathetic nurse, good food, and cleanliness. 
Patients today take for granted that nurses are com- 
petent in doing their work but often criticize the fact 
that they have become cold and professional. To the av- 
erage patient a warm smile and a sympathetic ear mean 
more than professional competency. Patients today 
are better informed on health matters, and often be- 
lieve themselves to be better informed than they really 
are. They are not as ready as were those of the past to 
accept a physician’s unsupported statements. They want 
reasons and explanations. Since most doctors see the 
patient for only a few minutes each day the patient 
turns to the nurse for detailed information about his 
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illness. It has been a part of the ethics of nurses and 
other paramedical workers that they must refer the 
patient back to his doctor for these explanations. This 
has often led the patient to lose confidence in the nurse 
and to dissatisfaction with hospital ethics. 

We hear much today about comprehensive nursing 
care. Emphasis is away from the care of a patient with 
a disease and is centered on the needs of the patient 
as a whole: his spiritul, psychologic, social, and eco- 
nomic needs as well as his physical needs. Nurses are 
now interested in what happens to the patient when he 
returns home. More emphasis is laid on teaching good 
health habits and disease prevention. A generation ago 
visitors in the hospital were looked upon as a nuisance. 
Today, nurses include the family in the teaching plan 
as a part of the comprehensive nursing care of the 
patient. 

“Self help” is a term used not only in supermar- 
kets, but also in hospitals. Patients are encouraged to 
do for themselves as much as possible in order that 
they may more quickly be returned to society. This is 
especially true in the nursing care of the aging patient. 
An aged person can quickly become dependent upon 
another unless a deliberate plan is made to make him 
self-reliant. This has been one of the hardest lessons 
for nurses to learn since, by nature and training, nurses 
tend to “baby” their patients. 

Early ambulation has brought about many changes 
in nursing care. There is more need for showers and 
bathtubs, and for toilet facilities as a whole. In newer 
hospitals, dining rooms are attached to serving rooms 
so that patients can eat their meals there rather than 
having them on trays in their rooms. Occupational 
therapy is becoming a part of all general hospital care, 
especially for the long-term patient. 

Even the term “long-term patient” has a different 
connotation from that of 20 years ago. A generation 
ago it was not unusual for patients to remain in a hos- 
pital for several months or even a year, but today a 
patient who remains several weeks is considered “long- 
term.” This has added to the complexity of the nurs- 
ing problem. 

Yet, with all of its problems, all of its shortcom- 
ings and shortages, modern nursing in hospitals offers 
the best care that has ever been given to patients. There 
is, however, much room for improvement. This is our 
challenge for the future. 


References 
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Discussion§ 


Question 1. In a small hospital (25 to 30 
beds), what would be the relative merits of having 
charting done by a chart nurse rather than having 
each nurse make her own chart? 


Sister Druscu: I would presume that a chart 
nurse would do nothing but charting ; as such, I wonder 
how she would know what the other people were doing. 
We tried something like that, but found that people 
put little papers in their pockets saying that they did 
this or that to the patient. By the time they were 
through with the little pieces of paper, more time was 
wasted than if they had done their own charting. I 


§Presiding at this session was Mrs. Alixe P. Nuzum, adminis- 
trator of Des Moines General Hospital, Des Moines, Iowa. 
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think the solution lies in having a charting committee 
to go over the charts. It is amazing how much can be 
eliminated. Nurses love charts, and they sometimes 
have to be shown that certain details are superfluous. 

Mrs. KeitH: I would pose this question: Who 
would chart the administration of narcotics? I think 
that only the nurse who administers the drugs should 
chart this, as well as certain other critical observations. 
I think it is possible to get help for routine charting, 
but the major answer is in analyzing what is taking so 
much time. 


Question 2. One of the big gripes is in wak- 
ing the patient very early to wash, and then allow- 
ing him to go back to sleep. I wonder why pa- 
tients must be wakened so early in the morning? 


SisteER Druscu: We do not wake our patients 
until 7:00 a.m. unless they are going to surgery. The 
night nurses do not wash faces and hands; all of that 
is left for the day nurses. We also have eliminated 
taking morning temperatures ; these are taken just once 
a day, in the afternoon. This allows time for the day 
nurse to pass out wash water in the morning. 

There are some hospitals whose day shifts begin 
at 8:00 a.m. We would like to do that, but because of 
public transportation difficulties for those whose eve- 
ning shift ends at midnight, it has so far been im- 
possible. 

Mrs. Keitn: We once found a night nurse who 
insisted on giving early morning care simply because 
she had been trained that way. 


Question 3. Is it legally necessary to repeat 
medications on a medical sheet and also on the 
nurses’ notes? 


Mrs. Kerri: Whatever will be considered the 
permanent part of the record is what should be charted 
and kept. I recently heard about a very interesting 
new form that is being used. It is one page in length; 
the top part contains graphs and columns for charting 
certain other things. In another section the medications 
are listed on the left side, and then there are columns 
for 5 to 7 days. Instead of rewriting medications, only 
the time is listed. 


Question 4 (to Sister Drusch). Please ex- 
plain more about the idea of having patient dining 
rooms on a floor. 


Sister Druscu: These dining room facilities were 
included in a new addition to our hospital. The patients 
who use them are from two psychiatric floors and from 
those for rehabilitative chronic patients. In the latter 
case, we have a rule that every patient must get out of 
bed and into a wheel chair; if he cannot walk, he goes 
to the dining room in a wheel chair. We have tables 
with a center pedestal so that the wheel chairs fit under 
them. It is amazing how the patients respond to this; 
they begin to feel like a family, and if someone is miss- 
ing they want to know, “What’s wrong with So-and- 
so?” 

On the mechanical side, this arrangement is man- 
aged by use of a central service and carts with heated 
and cold sections. The carts are handled by the dietary 
department. There is a serving kitchen adjacent to the 
dining room; the patient comes to the window if he 
can, or else the nurse brings his food to the table. 
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Ouestion 5. There has been considerable 
comment about the registered nurse’s work load. 
How many patients should be under the supervi- 
sion of one nurse? 


Mrs. KeitH: In most hospitals, particularly the 
larger ones, the nurse is doing much less bedside nurs- 
ing. These duties are delegated to nonprofessional per- 
sonnel. In a small hospital, the nurse in charge has 
many other duties. So, it is hard to say exactly what 
the patient load should be. It depends upon the func- 
tions that she performs, the layout of the nursing units, 
and the number of patients that are assigned to that 
unit. Sometimes the number of hours of patient care 
per patient can be used to determine if staffing is ade- 
quate, but the figures that were published several years 
ago are now considered obsolete. I think a nursing unit 
should have about 35 beds. However, some of the new 
Hill-Burton hospitals have excellent floor plans, and 
one or two hospitals have 60-bed nursing units. How- 
ever, I believe 35 is considered the maximum to give 
efficient patient care. 


Question 6. What are the maximum duties 
to be assigned to a member of the operating room 
team? 


SisteR Druscu: We have tried training aides as 
circulating nurses, but have found that they were not 
nearly so good on circulating as on scrubbing up; so 
they serve as scrub nurses. Our student nurses and 
graduates are circulating nurses ; we have found that it 
takes much more judgment for this because there is 
always some emergency occurring. 


Question 7. What are some of the recrea- 
tional activities of your psychiatric patients? 


S1stER Druscu: We have full-time occupational 
therapists in our psychiatric ward, apart from the gen- 
eral hospital. Activities depend, of course, on how ill 
the patient is. There is an acute psychiatric ward on 
which the activities are limited; on this ward there are 
such activities as ping-pong, shuffleboard, and various 
games, and simple handiwork, if the doctors approve. 
On the less acute ward we have all the activities usually 
associated with an occupational therapy department. 
In addition, patients are taken out for walks once a 
day, if the weather permits. Every 2 weeks we have a 
party on the division, one in the afternoon and one in 
the evening, in which visitors are invited to join. The 
students in occupational therapy help the patients plan 
the party and they make all sorts of crazy little hats 
and things. It gets the patients very much interested 
and gives them an important outlet. 


Question 8 (to Sister Drusch). Has any con- 
sideration been given to the times of discharge 
and admission, in connection with preparation 
time in between? 


Sister Druscu : We went over all of our routines 
and tried to work them in so that we would have most 
of the activity when we had most of our people on the 
division. At present our sign-out time is 11:00 a.m. At 
one time it was 3:00 p.m., and we had chaos because 
new patients were coming in and beds were not made 
up. Now we have a system whereby the admitting office 
immediately notifies the housekeeping department of a 
patient discharge, and the rooms are cleaned at once. 
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Question 9 (Mrs. Nuzsum). All of us are in- 
terested in voluntary and auxiliary workers and 
the training of nurse aides, but some of us do 
not know what to do for volunteers. One of the 
hospitals in Denver uses a group of high school 
girls called the “JUGS”; perhaps Mr. Biggs|\| 
would tell us about this group of workers. 


Mr. Biccs: This program that we have in Denver 
known as the “JUGS” is not original with us. It origi- 
nated in Akron, Colorado, a little town in the eastern 
part of the state, in a medical hospital. The term 
“JUGS” means “Just Us Girls.” In the small town 
where it started, hospital personnel was very scarce. The 
woman who was superintendent of the hospital was also 
a nurse. She conceived the idea of interesting junior and 
senior high school girls in a training program whereby 
they could come into the hospital and learn some of the 
fundamentals of nursing on the grade of a nurse aide. 
They also used them in the hospital to help in the 
admitting office, answer the telephone, and work in the 
business office and the dietary department. This idea 
spread into a few other small hospitals in the state. 
Our supervisor of nurses went out to visit the Akron 
hospital, and while there became very interested in this 
program. 

We talked it over and felt that even in a city the 
size of Denver this would be one way our small hos- 
pital could participate in training people and particu- 
larly in interesting girls in the profession of nursing. 
So we decided to try it; we have now been using the 
program for about 4 years. We began by going to one 
of the senior high schools and explaining the program 
to the principal; he invited our supervisor of nurses 
to come and talk to their junior and senior girls. We 
immediately had more girls applying than we felt we 
could take care of in a hospital of our size. We try to 
keep the classes between 20 and 25 girls. We have an 
orientation program for these girls, consisting of about 
30 hours of classwork, taught by a registered nurse 
who specializes in teaching and our own supervisor of 
nurses. They use a manual which was originally drawn 
up for the Akron hospital, which of course must be 
adapted to each individual hospital. After the girls have 
taken their classwork, they are given an examination 
on it; most of them make good grades. Then we have 
a capping ceremony or a pin-presenting ceremony ; for 
this we have a formal program and invite their par- 
ents, staff members, and nursing association personnel. 
The girls then go on to work under the guidance of our 
floor supervisors and the registered nurses. The girls 
are all very interested in this type of work. They are 
very high class girls; they work hard, and have done 
a lot of good in our hospital—not only by the work 
they have done, but by the publicity they have provided. 
After the first year when it was known that we would 
go on with the program, we had requests from all four 
of the big high schools in the city of Denver. We prob- 
ably could have handled two or three hundred students 
if we had had the facilities. We have also accomplished 
the thing we wanted to do in some small way, to inter- 
est girls in the nursing profession; we have had about 
ten girls over the 4 years who are in the process of 
studying in different nursing schools. We feel that this 
proportion will increase with time. 

This certainly is a program that any hospital could 
adopt. We are still the only hospital in the city of 
Denver that is conducting a program like this, and we 
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have had a lot of compliments from our state nursing 
association. 


Question 10. What hours do the “JUGS” 
work? Do they have a distinctive uniform? 


Mr. Biccs: They have short classes every morn- 
ing in the summer. After school starts, they come in a 
certain number of hours every week, after school and 
on Saturday and Sunday. We also work very closely 
with their parents to see that their schoolwork is being 
kept up. There is no pay; it is strictly a voluntary pro- 
gram. We do give them their meals. The girls have a 
couple of parties a year; the hospital pays for these 
things. Their uniform is a white dress, and this year’s 
class members wear pink aprons. We furnish their 
uniforms. 

Mrs. Nuzum: Perhaps Mr. Zemkef] will tell us 
about the program used in his hospital. 

Mr. ZEMKE: We have a program for high school 
senior girls in which they serve as nurse aides. Our 
idea is to give the girls an opportunity to see if they 
really want to enter nursing. They work under the reg- 
istered nurse. Our students are paid. 

We also use the Guild. These ladies sort mail, take 
in flowers, and write letters for the patients; we also 
have a list of six interpreters, including one for sign 
language. 

Mr. ZEMKE (to Mr. Biggs): Are your unpaid 
workers covered under Liability Insurance ? 

Mr. Bicecs: Yes. 

Mrs. Nuzum (to Sister Drusch) : Have you found 
resentment from your staff nurses when lay people 
come out on the floors and do things for the patients 
rather than just sorting mail, et cetera? 

StstER Druscu: We have had summer aides who 
were high school girls in their senior year. They had 
on-the-job training and also several classes, though they 
were not as well organized as the “JUGS.” We find 
no resentment at all, because the nurses are glad to 
have any kind of help. In addition to that, the Women’s 
Auxiliary members come in and do all sorts of jobs, 
but all of them have had some training before we put 
them on the wards. We notice that when they have had 
no training whatever and don’t know what to do, the 
nurses do resent them, but if they have had a little 
classroom training they have proved invaluable. 

On the subject of high school girls, there is one 
program I would like to mention. We have a number 
of students in our school who come on scholarships from 
smaller hospitals. These hospitals tell the girls, “If you 
want to go into nurses’ training, you work for us this 
summer and find out whether or not you like the work. 
Then this fall we will pay your tuition ($300 or $400, 
whatever it is) to the school of nursing with the under- 
standing that when you finish you will come back and 
work for us for 1 year at prevailing wages.” It’s amaz- 
ing how many of those students have recently come to 
us from Missouri and Illinois. The students all feel an 
obligation to go back to those hospitals to work. At 
the training hospital we feel no resentment at this; in 
fact, we feel that the student has an obligation, and we 
remind her of her obligation in her senior year. 


Question 11 (Mr. Herbert#t): Both of our 
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Speakers mentioned the Team Plan. 1 am very 
much interested in that. Recent studies by the . 
University of Pittsburgh on the Team Plan say 
there should be 4 hours out of every 24 allowed 
for each patient on the floor. In a 40-bed unit, 
that would be 160 hours total for the 24-hour pe- 
riod. We have 20 persons who are considered 
nursing personnel; they say that 50 per cent of 
the assignments should be on the shift from 10 to 
3, or 10 people. What ratios of that team should 
be professional nurses, practical nurses, and nurse 
aids, and what duties should be assigned to cach? 


Sister Druscu: I wish we could have that much 
help in our hospital during any 24 hours! I attended 
an institute for nursing directors in Milwaukee not long 
ago, where we were informed that all figures on em- 
ployee requirements are obsolete, because of the indi- 
vidual problems of each hospital. These problems must 
be worked out in terms of good patient care. 

Many plans have been devised for taking care of 
patients and the Team Plan is one of them. The pure 
Team Plan takes a lot of help. One of the hospitals in 
this city tried it out but gave it up for lack of person- 
nel. But a modified Team Plan, especially where there 
are students, is good. Even this modified Team Plan 
depends on hospital layout. For example, if the hospi- 
tal is such that your division has two wings you can 
have two teams. Two nurses or two senior students 
(whichever you happen to have) are the team leaders ; 
they reassign all of the duties, taking upon themselves 
administration of medications and other procedures that 
nurse aides or young students cannot do. In that way, 
the head nurse is assured that all of the right things 
are being done by professional nurses. On the other 
hand, it is possible to assign more duties to nurse aides 
than were previously assigned. 

Another plan is to have acute wards and chronic 
wards. Your patients are moved from one ward to an- 
other as necessary. The better trained nurses are as- 
signed to the acute wards; in the less acute wards the 
graduate nurse staff is gradually decreased and the 
proportion of nonprofessionals increased until there is 
only a nurse aide with one graduate nurse in the 
chronic wards. This plan is very successful provided 
there is enough space in the hospital to do that sort of 
thing. At our hospital, the occupancy rate is so high 
that we never have enough beds for moving patients. 
The system also works if you have private duty nurses ; 
they can be placed in the acute section, and can each 
take care of three patients instead of one. 


Question 12. When a private duty nurse 
cares for three patients, who pays her? 


S1stER DruscH: There are various ways of charg- 
ing. We do not have that system, but three or four 
hospitals in the city do—in one hospital for 7 or 8 
years. In one case where each nurse has three patients, 
the patients pay about $18 for 24 hours, and the money 
is then divided between the nurses. Another hospital 
pays the private duty nurses on its own payroll, and 
then charges the patient on his bill for private duty 
service. Under this system the patient does not have 
as much to pay; the private duty fee is $14.00 for 8 
hours. One of our graduates was in a program of this 
kind and I asked her about it. She said, “I like it 
better, because I’d rather take care of three patients 
and know I’m doing my bit.” 
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the AGING KIDNEY 


Function, structure, and observations* 


WYNNE ALAN STEINSNYDER, A.B., D.O. 
Miami, Florida 


| HE FINE LINE WHICH separates the “nor- 
mal” kidney of old age from the many pathologic mani- 
festations recognized at the postmortem examination is 
poorly defined. 

The kidney may simultaneously be the malefactor 
and innocent victim of the aging process. The aging 
mechanism at the renal level should be studied both 
structurally and functionally. Perhaps nowhere else in 
the human body are structure and function so intimate- 
ly related. As the kidney ages, it becomes more brittle 
and less able to cope with the stresses placed upon it, 
although generally it is able to maintain homeostasis 
in nonstress situations.' 

There is as yet no one satisfactory test to measure 
the functional resiliency of the “normally” aging kid- 
ney. Yet the importance of the renal reserve when op- 
eration is contemplated upon an aged patient is borne 
out by a mortality rate of 9 per cent following surgical 
procedures upon patients older than 60 years.? To know 
that an organ as essential as the kidney is impaired is 
to be forearmed, but to have that organ fail under 
stress, when it was thought to be functionally intact, is 
to be completely without recourse. 

The morphology of the aged kidney has become 
increasingly important since the emphasis in the diag- 
nosis of the many nephropathies has been placed upon 
renal needle biopsy.*** To appreciate the presence of 
structural pathologic changes, the subtle and variable 
changes concomitant with aging should be recognized. 
Within a few years, one tenth of our entire population 
will be 65 years of age or older, a fact lending urgency 
to this subject.’ Today, at 65 years of age the average 
white male and female can expect 13 and 15 years of 
additional life, respectively.® 

It is my intention to present (1) a summary of 
the known facts regarding the functional ability of the 
aging kidney; (2) a summary of the morphologic fea- 
tures of the aged kidney, both gross and microscopic, 
as presented in the literature, and then to illustrate 
these points with microphotographs drawn from the 
postmortem files of this hospital; and (3) a tabular 
summary of the screening renal function tests on an 
unselected series of routine hospital admissions, cor- 
related with patients’ age. 


*This paper was submitted to the faculty of Philadelphia College of 
Osteopathy in partial fulfillment of the requirements for the degree of 
Master of Science, April 1958. 
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Function of 
the aging kidney 


Surprisingly few extensive studies of renal func- 
tion in the aged have been made. Perhaps the reason 
for this scarcity of laboratory data is that stated sev- 
eral years ago by Macdonald’ in an article on the care 
of older people. He expressed the opinion that meddle- 
some diagnostic procedures in the elderly should be 
avoided and scientific curiosity should be sublimated to 
the art of medicine. Some investigators disagreed with 
this point of view, and held that the state of the art 
was advanced by studying various phases of renal 
function through the several decades of life. The chief 
American investigations have been made by Lewis and 
Alving,®’ Hilden,® Shock,’® Davies and Shock,'! and, 
Goldring and his associates.’* I have attempted to ex- 
amine and present their findings as a group, from which 
to draw inferences if not conclusions. 

After the sixty-fifth year of life there is a definite 
decrease in the specific gravity of the urine. The de- 
crease is naturally greater in patients who have suffered 
renal disease earlier in life. Above the age of 65, a 
specific gravity of 1.025 was frequently the maximum 
concentration attained under test conditions. The urea 
clearance function of the kidney decreases with age. 
An increase in the blood urea nitrogen with age is ap- 
parent; a value of 20 mg. per 100 cc. is not unusual in 
apparently normal patients above the age of 65.* There 
is a progressive decline in the renal plasma flow. With 
increasing age there is noted progressive decrease in 
the inulin clearance, Diodrast clearance, and maximal 
rate of tubular transport of Diodrast under conditions 
of saturation.’° 

An excellent review of the European work on the 
aging kidney has been presented by Wagner.’* He con- 
cluded that with increasing age the diluting and con- 
centrating powers of the kidney diminish. It is worth 
noting that most American investigators lost sight of 
the failure of the kidney to dilute its secretion as freely 
as it could in youth. The urea and residual nitrogen 
content of the blood rises. The chemical reaction of the 
blood may shift slightly toward the acid side as the kid- 
ney loses its power to conserve fixed base. The quan- 
tity of the glomerular filtrate diminishes. The excre- 
tory and resorptive maximum tubular function dimin- 
ishes. The effective whole renal plasma flow becomes 
less, with resultant changes at the glomerular and tubu- 
lar levels.'* 

Having only these meager facts with which to 
work, it is apparent that little is known about either 
the aged kidney’s reserve function or its ability to 
maintain homeostasis under stress. Are there gross 
anatomic changes consistent with the aging process in 
the kidney as are evident in the other organs of the 
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body? Are there subtle disturbances in the physico- 
chemical balance of the kidney, rendering it more brit- 
tle in function? Are the disturbances primarily a result 
of enzymatic alterations ? Of these three pertinent ques- 
tions, only the first can be answered with any degree of 
competence. 

There are recognized morphologic alterations 
which the kidney undergoes during the physiologic ag- 
ing process. This was confirmed by Moore,"® who 
wrote that the total number of glomeruli in the kidney 
lessens with age. This can be accepted as fact. He fur- 
ther stated that by the seventh decade the total number 
of glomeruli was one third to one half the count in the 
young adult male. Although he did overstate the case, 
his work represents a milestone. However, the simple 
anatomic decrease in the number of functioning units 
within the kidney cannot explain the diminishing renal 
function. It is well known that patients can survive 
with one kidney, or a fraction thereof, exhibiting none 
of the rising or falling values which the investigators 
found to be present as a feature of the aging organ. 
Recently it has been established that 50 per cent of 
renal tissue may be destroyed before the blood urea 
clearance is depressed.?® 

Homer Smith,!” author of one of the most com- 
prehensive works on the kidney in health and disease, 
wrote that the decrease in renal plasma flow with in- 
creasing age probably reflects progressive vascular 
changes in the renal parenchyma. 

Lewis and Alving® felt that the decrease in urea 
clearance with age may be dependent upon decreased 
renal blood flow, which in turn may result from the 
destruction of glomeruli or from contraction of the 
renal artery or arterioles. 

Wagner*® took a firmer stand regarding the etiol- 
ogy of senescent changes. He felt that all of the altera- 
tions in function which the numerous workers had 
found to be present, as well as most if not all changes 
of old age, resulted from pathologic changes in the 
blood vessels. In the kidney, he pointed out that the 
demonstrable organic narrowing of the vascular bed 
was not alone, but was accompanied by a persistent 
vasoconstriction, which further reduced the blood flow 
to and through the organ. 

Three independent investigators have found the 
vascular system culpable in the aging process in the 
kidney, but they disagree as to the mechanism present. 
The consideration of renal senescence or senility rests 
upon an understanding of the arteriosclerotic process at 
the renal level. 


_ The vasculature supplying the kidney with blood 
in sufficient quantity, at sufficient pressure ; the arbori- 
zation of the main vascular trunk, maintaining patency 
and pressure; the presence, patency, and functional 
normalcy of the glomeruli; the nutrient vasculature to 


the tubules and their adequate drainage ; and unobstruct- 
ed flow of the filtrate are all anatomic factors determin- 
ing or preventing renal senility. Perhaps a mnemonic 
will clarify the major features of renal function: 
“Three P’s’”—pressure, parenchyma, and patency. 


Gross morphology 
of the aging kidney 


Arteriosclerotic changes have been indicated as the 
major cause underlying the senescence of the kidney. 
Grossly the aged kidney presents certain features which 
separate it from the multitude of other ills which afflict 
the kidney. 

The kidney becomes smaller and weighs less as it 
ages. Ina recent study"® it was found from 278 autop- 
sy studies on patients between the ages of 60 and 95 
that the average weight of both kidneys was 278 and 
224 grams for males and females respectively, as op- 
posed to an average normal weight of 300 grams for 
either. This weight decrease was independent of obesity 
or state of nutrition. Again in this study the vascula- 
ture was implicated. 

The renal capsule becomes thickened and more ad- 
herent to the cortex as the subject ages. The surface is 
characteristically not smooth, but has indentations 
marking contracted cortical infarcts; granularity sug- 
gestive of arteriosclerosis; small cysts, possibly rem- 
nants of Bowman’s membrane,’® whose capillary tufts 
have lost their identity; and even occasional pyelone- 
phritic stigmata. Bell?® has stressed that adherent cap- 
sules and coarsely pitted surfaces rarely represent clini- 
cal renal disease. 

Examination of the renal pedicle may reveal 
atheromatous plaques encroaching upon the lumen of 
the renal artery or its branches, much as pipe scale 
slows the force and quantity of flow in old plumbing 
systems. 


Microscopic morphology 
of the aging kidney 


Under microscopic scrutiny, it is apparent that in 
the aging kidney there are fewer glomeruli per low- 
power field than in a younger kidney. Moore’® has 
stated that this is so, and that man is not alone in this 
loss. 

Perhaps the next most striking feature is the prev- 
alence of connective tissue, or interstitial reticulum. 
This may be the reparative process concomitant with 
the prolonged ischemic atrophy in areas of cortex and 
medulla, and replacement of the parenchyma by tissue 
having lower metabolic demands. 

Sclerotic changes in the major arterial branches 


TABLE I—ANALYSIS OF RENAL FUNCTION SCREENING TESTS 
IN 100 UNSELECTED CASES 


Specific gravity of urine 


Blood urea nitrogen (in mg. per 100 cc.) 


— je 5 2 
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Fig. | 
Fig. |. Renal cortex of patient aged 74, shown under scanning 
power (X 21).* There is a reduction in the number of glomeruli, 


*Photomicroaraphs (Figs. I-8) have been reduced in reproduction 
to about one fourth their original size. 


with peripheral ischemia or actual infarction may be 
present. Perhaps this had long since occurred, and 
there are present hyalinized or fibrotic glomeruli with 
lymphocytic infiltrates in the area. Small cortical cysts, 
thickening of the capsule, and subcapsular infarcts have 
been previously mentioned, and may be identified mi- 
croscopically. 

In addition to the atrophic glomeruli found in 
areas of ischemia and scarring, there have been report- 
ed isolated glomeruli showing the changes characteristic 
of intercapillary glomerulosclerosis of Kimmelstiel, but 
there has been no method of determining if this is 
pathologic evidence of a disease process, or if it may 
be present as part of the uncomplicated aging process.?® 


Renal function screening as 
hospital routine 


From the preceding discussion it is apparent that 
there is no single accurate renal function study which 
infallibly detects renal malfunction early. It is not 
feasible to subject each elderly hospital patient to an 
extensive battery of function tests, each designed to 


Fig. 3. Marked thickening and adherence of the renal capsule to 
the cortex. Note indentation of cortex at site of subcapsular micro- 
scopic infarct. (Scanning power, X 21). Fig. 4. Low power, X 60, 


Fig. 3 
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Fig. 2 
cortex, with obliteration of afferent and efferent arterioles shown 
at low power, X 60. 


Fig. 2. Hyalinized solitary glomerulus in relatively normal renal 
and a subcapsular scar of a resolving minute infarct is shown. 


test a fragment of the renal complex. If so for the 
kidney, why not then for the liver, heart, or lung, it 
may be asked. In hospital practice it has become more 
or less routine to order a favorite test, hoping that the 
results will produce the information desired. 

At the Hospitals of the Philadelphia College of 
Osteopathy all patients have an admission urinalysis, of 
which specific gravity determination is a part. The 
specimen is collected at the first voiding on the morning 
following admission, except in cases of emergency. The 
specific gravity may then indicate a nonstress, nondehy- 
dration measure of average renal concentrating ability. 

A second test of renal function in favor in the 
same institution is determination of the blood urea 
nitrogen. This test is reasonably easy to perform, ac- 
curate, not too expensive, and gives a fair indication of 
the kidney’s ability to keep up with the metabolic de- 
mands, 

A tabulation of 100 patients entering the hospital 
for nonurologic, nonhypertensive diseases was made, 
with special reference to age (over 60 years), sex, 
urinary specific gravity, and blood urea nitrogen. This 
information is presented in Table I. 

There is noted a definite, although not great, drop 


view of Figure 3. Necrosis and lymphocytic infiltration in the area 
of the subcapsular infarct are seen. 


Fig. 4 
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Fig. 5 
Fig. 5. Wedge-shaped subcapsular infarct and larger cortical in- 
farct are seen to be resolving (X 21). Fig. 6. Same specimen as in 
Figure 5, shown at low power magnification, X 60. At least four 


in the urinary specific gravity between the average ages 
of 63.8 and 81.8 years. There is also a definite increase 
in the retention of urea nitrogen between the two age 
levels. Both of these findings corroborate the findings 
of the investigators previously cited. 


Discussion and conclusions 


There are definite structural and functional changes 
at the renal level concomitant with the aging process. 
It is beyond the scope of this paper to implicate the 
cause or attempt to separate it from the effect. 

The concept of diminishing functional ability with 
aging has been found valid in this limited study of 100 
cases. The structural changes of aging have been found 
in the kidneys of patients autopsied in our hospital, 
who were elderly but had no clinical renal disease 
(Figs. 1 through 8). It would be naive indeed to as- 
sume that all of the patients included in this study were 
without renal disease; it can only be said that at the 
time of examination their renal chemistries and urine 
specific gravity were relatively normal. 

There is a need for a test or tests which can give 
an indication of the degree of competence of the renal 
parenchyma. A test from which some estimation of 


Fig. 7. Old infarct showing early contraction of the cortex with 
pitting of the capsular surface (X 60). Fig. 8. Glomeruli in various 


Fig. 7 


hyalinizing glomeruli and destruction of tubules with cellular infil- 
trate are shown. 


the renal reserve can be made is a necessity for the 
total management of aged patients. 

The cardiologist can ascertain the degree of cardiac 
reserve by a careful history. Exertional dyspnea and 
episodes of mild nocturnal orthopnea are excellent 
measures of reserve or functional capacity of the heart. 
The kidney does not have the ability to produce early 
signs of incipient failure. 

All of the renal function tests in vogue today rely 
on failure of the kidney to meet the metabolic demands, 
so the metabolites may be measured in the blood. Pos- 
sible exceptions to this are the specific gravity of the 
urine, which varies greatly and is routinely unreliable, 
and the clearance of radiopaque media demonstrated 
roentgenographically. The latter test is not a screening 
or office procedure. 

As the population ages the need for a screening test 
of renal functional reserve becomes imperative. Only 
the researcher, facilities, and funds are lacking to sup- 
ply this need. 


Summary 


A review of the information known concerning the 
structure and functional ability of the aging kidney has 
been presented. 


stages of hyalinization. The abundance of connective tissue, charac- 
teristic of aging renal tissue, is shown (X 60). 
Fig. 8 
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A series of photomicrographs illustrate the changes 
which occur in the renal architecture causing or result- 
ing from aging. 

A survey of 100 hospital patients over the age of 
60 years, excluding those seen for renal and hyperten- 
sive complaints, has been presented. The specific grav- 
ity of the urine and the blood urea nitrogen test results 
have been tabulated and averaged. Comparisons of the 
results obtained in this study with the work of other 
investigators have been made. 

A plea has been entered for further research in the 
field of renal function, with attempts to develop a satis- 


factory test for renal reserve. 
561 N.E. 79th St., Suite 218 
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CASE REPORTS 


Internal biliary fistulas* 


FLOYD C. JONES, A.B., D.O. 
Detroit, Michigan 


___ BILIARY fistulas, although not 
common, are not rare. In the past 6 months, three pa- 
tients with cholecystoduodenal fistulas have been op- 
erated on at Detroit Osteopathic Hospital. 

Pathologic processes involving the gallbladder, bile 
ducts, stomach, duodenum, small bowel, and colon are 
often the primary lesions found in conjunction with 
biliary fistulas. Fistulas may also occur after operative 
treatment of the biliary tree; however, this paper will 
stress fistulas found in previously unoperated patients. 

Biliary fistulas occur in females twice as frequent- 
ly as in males, according to Colcock and McManus.’ 
This recalls the incidence of chronic cholecystitis and 
cholelithiasis, where similar sex distribution is found. 
The sixth and seventh decades of life account for most 
biliary fistulas, and the fifth decade is next in frequency. 

The most common type of fistula is the cholecysto- 
duodenal ; next in order of frequency are the cholecysto- 
colic, cholecystogastric, and choledochoduodenal, re- 
spectively.” 

*This paper was presented to the Surgical Staff of the Detroit 
Osteopathic Hospital, September 9, 1958. Dr. Jones is a resident in 


the Department of Surgery, of which Raymond A. Biggs, D.O., and 
J. Donald Sheets, D.O., are co-chairmen. 
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Pathogenesis 


Long-standing chronic cholecystitis with cholelithi- 
asis is the principal cause of cholecystoduodenal fistula. 
Anatomic relationships are important considerations, 
especially between the biliary tract and certain hollow 
viscera. Fistula formation is facilitated by the mobility 
of the proximal section of the second portion of the 
duodenum and its closeness to the gallbladder ; firm ad- 
hesions between these two parts are frequently found 
at operation. 

Shackelford* states that inflammatory changes 
which originate in the gallbladder may be propagated to 
the contiguous structures, and adhesions may be formed 
between their peritoneal coverings. A necrotic zone 
then develops in the wall of the gallbladder. This pro- 
gresses to rupture into the duodenum, colon, or stom- 
ach. This presents a danger not only of peritonitis but 
also of ascending cholangitis. Calculi may be dis- 
charged into the peritoneal cavity and become walled 
off by adhesions. Fistula formation may take place be- 
tween the biliary tract and any organ in the body trunk, 
including the pericardium and pulmonary bronchi. 

Fistula formation is almost always preceded by 
obstruction of the bile in the cystic or common duct ; 
the exceptions are cases where a peptic ulcer or carci- 
noma of an adjacent viscus penetrates the biliary tract. 
Bile obstruction in the cystic duct is most frequently 
caused by an impacted stone; however, the process of 
cystic duct narrowing from fibrosis or edema resulting 
from extension of chronic inflammation of the gallblad- 
der may also cause occlusion. When both obstruction 
and an acute inflammatory process are present, the con- 
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dition may progress to the point of empyema, followed 
by perforation into the liver, peritoneal cavity, or an 
adherent viscus, relieving the pressure in the gallblad- 
der. The fistula thus formed is kept open as long as 
cystic duct obstruction persists. Occasionally the fistu- 
lous tract will close spontaneously. 

Sometimes a large gallstone will erode slowly 
through the wall of an inflamed gallbladder into an ad- 
herent viscus such as the intestine. When a stone be- 
comes impacted in the small intestine, mechanical ob- 
struction or gallstone ileus results. The site of such an 
impaction is usually the distal ileum. 

Cantor and Reynolds’ comment that the time 
elapsing between passage of the stone into the bowel 
and the onset of obstruction may permit the fistulous 
tract to heal; as a result, only adhesions remain be- 
tween the gallbladder and bowel. One case was report- 
ed in which a gallstone had been in the bowel for 12 
months and two others for 4 months before obstruction 
set in, giving time for the fistula to obliterate itself so 
that contrast media could not be found in the biliary 
tract. 


Diagnosis 


Internal biliary fistula has no specific diagnostic 
symptoms; they are usually the same as for chronic 
cholecystitis and cholelithiasis, and usually are present 
for relatively long periods. Marshall and Polk? relate 
that in a series of 41 cases of biliary fistula, 40 per cent 
of patients dated the onset of symptoms from 5 to 20 
years prior to discovery of a fistula. 

The most common complaint is abdominal pain, 
most often occurring in the epigastric area, with right 
upper quadrant pain next in frequency. Pain is usually 
severe, although frequent mild attacks may occur. Ac- 
cording to Marshall and Polk,? it is not possible to re- 
late fistula formation to the severity of pain at any 
given time, though it would seem that perforation 
would cause decrease of pain as pressure was relieved, 
in cases of cystic duct obstruction. In one patient treat- 
ed for gallstone ileus at Detroit Osteopathic Hospital 
this year, a history of “heart attack” with associated 
epigastric pain occurring 6 months earlier was given; 
it is felt that the fistula developed at that date. 

Other common symptoms are belching, flatulence, 
nausea, emesis, weight loss, fatty food intolerance, and 
diarrhea. Jaundice may or may not be present, depend- 
ing on the stage of the disease in which the patient is 
seen.® 

Roentgenographic study offers considerable as- 
sistance in making the diagnosis of internal biliary 
fistula, according to Wise.’ Certain x-ray findings are 
diagnostic of this condition: The presence of air or in- 
gested barium in the biliary tree would point to a fistula 
between the biliary and gastrointestinal tracts (except 
for the rare instance in which the common bile duct 
has a reflux of air or barium from a widely patent 
sphincter of Oddi). Examination by barium enema 
may show a cholecystocolic fistula. Fistulas caused by 
penetrating peptic ulcer can be demonstrated on an 
upper gastrointestinal series ; the barium can usually be 
seen passing through the fistulous opening into the 
common duct or gallbladder. An oral cholecystogram 
shows nonfunctioning of the gallbladder, but cannot be 
considered diagnostic for a fistula unless air can be 
seen in the bile ducts. 

Eisenbeis and Norcross® have stated that there are 
no specific laboratory tests diagnostic of internal biliary 
fistula. The serum bilirubin is expected to rise in the 
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presence of jaundice; if jaundice is caused by extra- 
hepatic obstruction, the alkaline phosphatase may be 
elevated. Anemia is not common. Decreased total 
serum protein may result from inadequate diet and 
chronic liver damage. A lowered prothrombin time 
may be found if there is significant liver damage. When 
an acute inflammatory process exists, the leukocyte 
count may be elevated ; however, this returns to normal 
as the fistula becomes chronic. 


Treatment 


It is generally agreed that treatment is surgical, 
except when the fistula is caused by penetration of a 
peptic ulcer of the duodenum or pylorus.’ In this ex- 
ceptional case, conservative treatment is indicated ; how- 
ever, the ordinary surgical treatment consists of chole- 
cystectomy and closure of the fistulous opening in the 
involved viscus. 

In a series of 41 cases of internal biliary fistula 
treated at Lahey Clinic,? cholecystectomy was per- 
formed in 39. All 39 cases had microscopic evidence 
of chronic gallbladder disease. In one case in which 
cholecystectomy was not performed, there was a fistula 
between a severely diseased gallbladder and the duo- 
denum. A large stone was extracted from the terminal 
ileum, but the fistulous tract was left intact because of 
the poor condition and advanced age of the patient. 
This patient survived 7 years after operation, and died 
at age 82. 

The generally accepted indications for choledochos- 
tomy should be followed in deciding whether or not to 
explore the common duct for biliary fistula at opera- 
tion. These indications include a thickened or dilated 
common duct, history of jaundice or severe biliary colic, 
presence of multiple small stones in the gallbladder, 
evidence of pancreatic disease, or suspicion of a stone 
after palpation of the common bile duct. 

Fistulas resulting from penetrating peptic ulcer 
should be treated surgically according to the same 
standard indications as for general operative treatment 
of peptic ulcer. Among these are recurrent hemorrhage 
from the upper gastrointestinal tract, perforation, ob- 
struction, and intractability to medical management. 
Marshall and Polk? observed that fewer cases of liver 
damage or cholangitis result from fistulas between the 
common duct and the duodenum or stomach than from 
fistulas of other types; for these, conservative therapy 
is justified if there are no other indications for gastric 
surgery. Some fistulas will close following medical 
management. If a biliary fistula resulting from peptic 
ulcer is discovered during operation, cholecystectomy 
and partial gastric resection should be performed. 


Case reports 


Three patients with internal biliary fistulas were 
operated on at Detroit Osteopathic Hospital during the 
past 6 months. Two were women and one was a man, 
and the ages were between 60 and 63. All three had 
cholecystoduodenal fistulas. Two of the three had wal- 
nut-sized gallstones obstructing the mid ileum. All 
three gave a history of “gallbladder attacks” of from 
3 to 30 years’ duration. 

Case 1.—This patient entered the hospital in a 
state of complete dynamic obstruction which had been 
present for 4 days. A barium enema revealed that the 
colon and terminal ileum were normal. Operation was 
performed the same day the patient was admitted, and 
the obstructing stone was removed from the mid ileum. 
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Because of difficulty with anesthesia and generally poor 
condition and preparation of the patient, the cholecysto- 
duodenal fistula was not disturbed. A Miller-Abbott 
tube was inserted before surgery and removed on the 
third postoperative day. The patient was discharged on 
the ninth postoperative day, and was in excellent health 
at the time of the 6-month check-up. 

Case 2.—This patient entered Detroit Osteopathic 
Hospital in a diabetic coma. The patient had been re- 
ceiving 40 units of protamine zinc insulin daily. There 
was a history of gallbladder attacks for 30 years. Al- 
though a scout film of the abdomen was negative for 
obstruction, Levine and Miller-Abbott tubes were used 
because the patient was regurgitating. On the twelfth 
hospital day, intravenous Cholografin examination re- 
vealed nonvisualization of the gallbladder or ducts. 
However, there was an irregular shadow of calcareous 
density in the right quadrant which appeared to be lo- 
cated rather low to be the galltladder, and it was felt 
to be located outside the biliar system. An explora- 
tury operation was decided upon. On the day of sur- 
gery voluminous amounts of bilious material, along 
with six gallstones, were regurgitated. On exploration 
a large gallstone was seen to be partially, but not com- 
pletely, obstructing the mid ileum, which explained 
why there was no obstructive pattern on the roentgeno- 
grams. The stone was removed and the fistula repaired. 
Postoperatively this patient developed a small bowel 
obstruction, and her blood sugar was difficult to control. 
Following small bowel intubation the patient progressed 
satisfactorily. She was discharged on the twenty-ninth 
hospital day. 

_ Case 3—A 61-year-old man was admitted with a 
history of recent 20-pound weight loss and right upper 
quadrant pain for 3 weeks. Roentgenographic study 
demonstrated a nonfunctioning gallbladder, but the 
colon was negative for disease. No jaundice was noted. 
The preoperative diagnosis was hydrops of the gall- 
bladder with cholelithiasis. Laparotomy revealed a rup- 
ture of an empyematous gallbladder with cholelithiasis, 
subhepatic abscess, and cholecystoduodenal fistula. 
Cholecystectomy and closure of the duodenal fistula 


> During the past 10 years the responsibility of State 
and local health departments to participate in control of 
the chronic diseases has been adequately established. Dur- 
ing this period private physicians also have recognized 
their responsibilities to the chronically ill, and have made 
many notable contributions to early treatment and _ re- 
habilitation which lessen the severity of complications. 

The most encouraging phenomenon during the decade 
of progress now ending has been the way in which pri- 
vate physicians and public health workers have accepted 
the fact that no definite means for preventing many of 
the chronic, noninfectious diseases has yet been devel- 
oped. Instead of being discouraged or dismayed by this 
fact, teams of private physicians and health officers have 
turned to the practical task of extending activities and 
services designed to prevent or minimize disability in 
chronically ill patients and to prevent premature death. 

A tremendous long-range research program has also 
been organized in this country, aimed at unmasking such 
secrets as the causes of cardiovascular diseases, cancer, 
and mental illness. 
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Public health and chronic disease 


was carried out. An external duodenal fistula devel- 
oped; this was well managed by intubation and was 
completely healed by the fourteenth postoperative day. 
The patient was discharged on the twenty-second post- 
operative day. 


Summary 


A study of internal biliary fistulas, with reports of 
3 cases treated surgically at Detroit Osteopathic Hospi- 
tal this year, has been presented. Patients with fistulas 
usually present a history suggestive of chronic, long- 
term gallbladder disease. These complaints occur most 
frequently in obese women of the middle-aged group. 
Roentgenographic evidence of air or barium in the gall- 
bladder or bile ducts is diagnostic in a majority of 
cases. The morbidity is much greater when a fistula 
exists and must be treated. Surgical correction is indi- 
cated for internal biliary fistulas which result from 
gallbladder disease. Early diagnosis and treatment of 
the basic pathologic condition will reduce the incidence 
of internal biliary fistulas. 


Detroit Osteopathic Hospital 
12523 Third Avenue 
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tion. 


No one over 40 is free from some degree of disabil- 
ity caused by either an inherited weak link in the chain 
of organ systems or by the ravages of premature but 
otherwise to-be-expected physiological decline. 

As Dr. Enrico Greppi, president of the Interna- 
tional Gerontological Society, said at the fourth congress 
of the society, held in Merano, Italy (July 1957), “Old 
age can be considered a disease consisting of deficiencies 
and illnesses.” Dr. Greppi estimated the average age of 
onset of this “disease” to be 45. 

Since every individual then has a built-in “time 
bomb,” which must cause his eventual destruction, it 
would seem futile to attempt to prolong “life” indefinite- 
ly, if by “life” we mean the mere act of existence. In- 
stead, we should accept the physiological and theological 
premise that mortal life is meant to end and concentrate 
our primary attention on the prevention or postponement 
of disability. We should aim at maintaining as long as 
possible a productive state of adjustment to a necessarily 
imperfect existence—Theodore J. Bauer, M.D., Public 
Health Reports, November 1958. 
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A perennial question 
in two styles 


If. New style—“Why are there two kinds 
of physicians, and what is the difference 


between the D.O. and the M.D.?” 


This is the concluding statement made as a sum- 
mary answer to the perennial question asked the osteo- 
pathic profession. 


“What is an ‘osteopath’?” That is the style in 
which a question has long been put to doctors of 
osteopathy. The question in that form continues to 
bob up, but in today’s osteopathic situation it is more 
likely to be asked in new style, making it not so simple 
for answering ; moreover, no answer can be made until 
the perennial question is pared away to its core. The 
core lies in the meaning of the words used. Over a 
period of 60 years, tens of thousands of words have 
been written in answer to the perennial question. 
Could it be that the question continues to recur be- 
cause it has never been convincingly answered ? 
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In the January JouRNAL, this column suggested 
that as a profession we hamper effective communica- 
tion with other professions by talking in words and 
phrases that have meaning only within our profession. 
Such phrases as osteopathic concept, osteopathic phi- 
losophy, osteopathic contribution, a complete school, 
heritage, and distinctiveness are used as reasons for 
the independence and separateness of the profession 
of osteopathy from the profession of medicine. All 
these phrases carry significance for members of the 
osteopathic profession. It is true that many are hal- 
lowed ; they represent battles won and a war still hot. 
But to the public generally, and to its literate people, 
these words and phrases constitute an unintelligible 
language. They carry neither a historical nor a living 
meaning. 

Admittedly, our peculiar language is useful for 
intraprofessional communication, especially among our 
older practitioners. Too often, however, its use initi- 
ates psychologic (emotional) reflexes that are not only 
difficult to control, but stop our thinking. Neverthe- 
less THE JOURNAL suggests that a convincing answer 
can be made. But it must be made in terms under- 
standable to the general reader, and it must be hooked 
onto what he already knows about medicine. Out of 
this putting together an answer takes form, a struc- 
ture emerges: It is the osteopathic movement in medi- 
cine. It is osteopathy as it is today, not what some 
purport it to be or others project it as becoming in a 
medical Utopia of tomorrow. 


In our search for an answer to the perennial 
question, we shall have to part with cherished con- 
victions. There is nothing about osteopathic concep- 
tual thinking that differs from conceptual thinking 
about medicine. Each classification is based on uni- 
versally fundamental concepts. Medical concepts go 
back to the ancient Greeks for their first development. 
Their genesis lies in primitive and archaic: medicine. 
The Greeks were the first to approach medicine from 
the viewpoint of specific causation. Thereby they 
built a scaffold capable of sustaining medicine’s 
scientific structure today and beyond. Greek medical 
thinking revolved around three universal medical con- 
cepts dealing with the treatment of illnesses. One of 
these had to do with the administration of drugs to 
cure disease; another, mental healing; the third, 
physical medicine. 

The universal concept establishing the use of 
drugs to cure disease was the first and foremost. Until 
the dawn of scientific medicine (c. 1876), the appli- 
cation of medical thinking was entirely empirical but 
within a rationale of cause and effect. Even today in 
spite of the wealth of medical knowledge, much drug 
usage remains empirically based. How little is known 
about how aspirin secures its effects! Yet in less than 
a hundred years pharmacodynamic knowledge has 
grown apace. As a part of total medical evolution 
the use of drugs has developed into modern phar- 
macology (not pharmacy) representing a universal 
medical concept applied scientifically to the diagnosis 
and treatment of diseases. 

The second universal concept, mental healing, 
modernly includes the knowledge and skills of psychi- 
atry and psychology, and does not exclude the Church’s 
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historic ministry of healing with terms of reference 
not entirely encompassed by psychologic medicine. 

The third universal concept, that of physical 
medicine, must not be confused with the practice of 
the specialty: physical medicine as a skilled exhibition 
of technics both manual and mechanical, prescribed 
for the treatment of a specific condition. Freed from 
its specialty denotation, physical medicine includes the 
use of all physical agents for diagnosis and treatment ; 
it comprises manual manipulation of body structures 
and operative surgery. 

These three categories of conceptual thinking take 
in all of medicine. Each fundamental concept in turn 
cuts across the entire field. If medicine’s purpose— 
the maintenance of health—is to be effected, these 
concepts dare not be segregated, one from the others. 
Pharmacology has its drugs, mental healing its several 
approaches, and physical medicine its various methods. 
Together they must be regarded as a unity of treat- 
ment, just as the patient is a unity. 

Osteopathy had its starting point in the concept 
of physical medicine viewed as fundamental to the 
diagnosis and treatment of disease. The concept of 
physical medicine was never more fundamental than 
the concepts of pharmacology and of mental healing. 
That physical medicine as conceptual medical thinking 
had much more emphasis in osteopathy than the other 
two concepts is understandable as an accident of time 
and space—the state of medical practice of that day 
in that location. The point made here is that more 
than 60 years ago osteopathy brought into use again 
a long-neglected and little developed universal medical 
concept, that of physical medicine. This statement 
analyzed will be found historically true and indubitably 
factual in its application. Put to work, the idea of 
physical medicine as fundamental to diagnosis and 
therapy resulted in the development of manipulative 
technics. In a word, osteopathic manipulative therapy 
is a form of physical medicine. It is that simple. 

Osteopathy’s profession-long recognition of three 
universal healing principles or concepts negates the 
charge made against the profession that it is a “one- 
concept system.” Osteopathic medicine emerged from 
medical education and practice in the Midwest in the 
1890’s. Medicine prior to about 1910 was limited 
almost exclusively to empirical drugging—it was a 
one-concept system. In its emphasis on the role of 
the musculoskeletal system in health and disease, 
osteopathy actually seemed to be a totally new ap- 
proach to medical treatment. Furthermore, it chal- 
lenged accepted procedure, but was no revelation that 
broke into medical history. Osteopathy’s founder, Dr. 
Andrew Taylor Still, rated a genius by his proponents 
and a charlatan by opponents, can be seen today in his 
true light—a country doctor and a creative thinker 
(among non-thinking contemporaries) who strove to 
reform and reorient the medical practices of his day. 

Dr. Still believed if something was wrong with 
the structure of the body it could not function prop- 
erly. He set about correcting aberrant structures, but 
with a finesse hitherto unknown. He became cognizant 
that the human body, if sound, has the power largely 
to manufacture its own remedies, a state that implies 
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more than being skeletally unimpaired. Manipulative 
technics were developed by Still—and later by his 
students—to correct subtle structural abnormalities 
of which he was particularly aware. A nomenclature 
had to be evolved to describe and define disturbances. 
Thus special terms were coined. Even a name had 
to be found that would differentiate the new profes- 
sion from the parent (medicine) that refused to 
acknowledge its own child. 

In the light of medical history, what was ac- 
complished by the osteopathic profession during its 
emergence from the profession of medicine was actual- 
ly the further development and refinement of a 
concept long neglected. Manipulative treatment was 
brought out into the light of day and made a useful 
agent in the medical care of human beings. 

But physical medicine as conceptual medical think- 
ing remains neglected today in medical research (ex- 
cept in its highly technical aspects) and altogether 
neglected in everyday diagnosis and treatment, exclud- 
ing its surgical side. Little attention is paid to physical 
medicine in medical education except that under 
osteopathic auspices. Like psychosomatic medicine, 
physical medicine has been corrupted and subverted 
by making it a specialty before it could be understood 
as an idea and developed in medical practice. Com- 
mitted as it is to the role of physical medicine, the 
osteopathic profession’s constant struggle is to main- 
tain, both in the medical schools under its auspices 
and in the practice of its physicians, parity of medical 
conceptual thinking. 

In an attempt to give a summary answer to the 
perennial question that has long plagued the osteo- 
pathic profession, we have gone afield only to make 
an answer that is meaningful to our everyday ques- 
tioner. Uncritically, there remain two kinds of physi- 
cians in America because of the continued operation 
of a number of factors, historical, economic, political, 
and social. But these factors, while effective in keep- 
ing the two healing art agencies organizationally 
separate, could be neutralized ; as divisive factors they 
are largely secondary. And they cannot account for 
differences in conceptual medical thinking about health 
and disease nor for the particular kind of an approach 
to these problems that characterizes the physician and 
surgeon, M.D., and the physician and surgeon, D.O. 

How, then, can we account for the separateness 
of the two professions as asked about in the perennial 
question, new style? Has the time not come to bridge 
the chasm that has separated the two healing art 
agencies for more than 60 years? Would that bridging 
not be in the best interest of the people each serves— 
the American people? Let us forget for the moment 
old controversies and examine the basis on which the 
separateness still rests. 

The purpose of osteopathy today remains s- 
sentially that of its beginnings—to reorient and re- 
vitalize medicine. What is still vital to the medical 
needs of society is that certain broad principles re- 
lated to the problems of health and disease actually 
become a part of medical thinking and practice and 
that there be parity in their application. These prin- 
ciples have been named only that they should be 
recognized as tying together fundamentally all of 
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medicine. Their proper exposition would require a 
rewriting of all medical history! It can be said here, 
however, that in the light of conceptual medical think- 
ing the osteopathic movement in medicine endures as 
one of medical reform, dedicated to the further de- 
velopment of physical medicine as one of the three 
universal concepts of healing. Put concisely, osteop- 
athy endures because it has made and continues to 
make a creative “contribution” to the art and science 
of medicine through emphasis on theory, the role of 
the musculoskeletal system and its abnormalities 
(lesions) in health and disease, and in practice, 
structural diagnosis and manipulative treatment. In- 
herent in this simple statement is an answer to the 
perennial question put to the osteopathic profession, 
new style or old. 

But there are those who would press the peren- 
nial question further: “How long,” they ask, “does 
the osteopathic movement propose to keep itself 
divided from the main body of medicine?” 


This answer, too, is simple. Osteopathy is proud 
of its achievements. After 60 years of successful 
experience in the diagnosis and treatment of disease, 
the profession believes that it has gained particular 
insights into theory and practice that are not presently 
to be found elsewhere. It has demonstrated organi- 
zational strengths to support those insights. In the 
medical situation today the center of the profession, 
that is, the great majority of osteopathic physicians, 
is not interested in maintaining osteopathy as a medical 
party for “party’s sake.” But it is strongly stimulated 
to identify itself to others, to define its goals, and to 
justify those goals within the language experience of 
informed and literate men, medical or non-medical. 
Osteopathic physicians generally appreciate that such 
a point of view suggests the eventual infusion of the 
specific osteopathic viewpoint (physical medicine as 
conceptual medical thinking) into medical practice. 
When this happens the osteopathic movement in medi- 
cine will have fulfilled its destiny. But that fulfillment 
seems not to lie in the foreseeable future. Hence 
“absorption,” “liquidation,” and ‘amalgamation’ of 


Editorials 4S 4 READER of THE Jour- 

° ° NAL, are you at a loss to 

and editorial know who authors its edi- 
comment torials and editorial com- 


ments? In accordance with 

traditional journalistic prac- 
tice which is followed by most journals and newspa- 
pers, JoURNAL editorials written by the Editor are not 
signed—that is, his name does not appear either at the 
head or the foot of the editorial. The occasional guest 
editorial, however, supplied by an outside writer at the 
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organized osteopathy by organized medicine is a con- 
dition contrary to fact. What is seen above the 
horizon by some is a mirage! 

THE JoURNAL makes no assumption that its sum- 
mary answer is the answer to the perennial question. 
It will strongly support every answer that will lend 
itself to effective communication. Divergent discus- 
sion is welcomed as the way toward a decisively tell- 
ing reply. The framework within which such answers 
can be formed has been stated elsewhere: 


Identification of ourselves that we may become under- 
standable to others, communication within our midst that we 
may communicate without, unification that will overcome our 
inertia and move us forward toward the definable concrete 
goal evoked by our primary obligation to society—to produce 
physicians in no way divorced from the fundamental facts 
of medicine: the osteopathic situation revolves around these 
matters. Only out of their reconciliation can come effective 
communication. 


Within such framework and pertinent to the peren- 
nial question, this point is being raised: Is Osteopathy 
a bridge to physical medicine? This question is bi- 
partite and not separable from its counterpart: Is physi- 
cal medicine a bridge to osteopathy? The answer is of 
one piece. Yes. 

The bridge is medical conceptual thinking. It re- 
fers neither to professions nor their organizations. To 
its building osteopathy is challenged to contribute its 
experience, knowledge, and wisdom—gained through 
the years—that will serve as a road to a comprehensive 
medicine now envisaged by many but far from realiza- 
tion. 

THE JOURNAL’s summary answer has not been set 
down as the solution to the problem raised by the 
perennial question itself—the problem of how to gain 
effective communication between osteopathy and the so- 
ciety of which it is a part. The answer is merely a sug- 
gested solution for consideration until a better one is 
proposed. It parts company with arrogance—only that 
is claimed for osteopathy which can be supported—and 
it condemns no group for failure to put to work all 
medical knowledge. The lack here is society’s lack. 
For all our learning, how little of it we make available 
to meet our needs as human beings! 


laclitorial COMME 


invitation of the Editor, carries the author’s name at its 
head. 

For example, the November JourNAL published 
two guest editorials, and between them one written by 
the Editor. The first carried the name of True B. Eve- 
leth, D.O., Executive Secretary of the American Os- 
teopathic Association, and was headed, “The A.O.A. 
Code of Ethics and Its 1958 Interpretation.” Dr. Eve- 
leth’s statement was preceded by an italicized explana- 
tion that had been written in the editorial department. 
The explanation was as follows: 
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At the request of THE JouRNAL, the Executive Secretary 
has prepared an official statement on the status of the A.O.A. 
Code of Ethics, which was recently reaffirmed by the Board of 
Trustees through its interpretative action. The interpretation 
will be found on page 186 of this issue. Supplementary to these 
documents is “Ethical Standards and Changing Codes,” the edi- 
torial following Dr. Eveleth’s statement and written fully for 
the information of osteo-physicians whose experience can 
scarcely be sufficient to acquaint them with the place and pur- 
pose of professional codes in today’s changing society. 

Statements written by the Executive Secretary for 
publication in THE JOURNAL are significant; they ap- 
pear only occasionally, and more often than not they 
are official expressions of policy. Such obviously was 
Dr. Eveleth’s November 1958 guest editorial. 

A second editorial, “Ethical Standards and a 
Changing Code,” immediately following, was written 
by the A.O.A. Editor ; it did not carry a signature. Ac- 
customed readers of JoURNAL editorials were not mis- 
led; the spacing and the typography of the title de- 
marcated the two editorials. Moreover, the incisive, 
fact-laden, and clearly official language of the Associa- 
tion’s Executive Secretary stands in sharp contrast to 
the detailed historical approach and more profuse style 
of writing of the Editor. 

A number of readers, however, were greatly con- 
fused. They jumped over the title of the second edi- 
torial, and merged the official report of the Executive 
Secretary on an action of the A.O.A. Board with the 
ditor’s interpretative version of that action, historical- 
ly related to a long-time position of the Association. 

As a result of this confusion about authorship of 
the editorial, “Ethical Standards and a Changing Code,” 
a body of correspondence has accumulated on the desk 
of the Executive Secretary, taking him severely to task 
for things he did not say and opinions he did not ex- 
press. Those protests should have been addressed to 
Tue JouRNAL itself. 

Some writers questioned the validity of stateme:”’ 
made in “Ethical Standards and a Changing Code.” 
This editorial was prepared entirely from source docu- 
ments, both correspondence and verbatim reports of 
the meeting—the kind of material out of which history 
is written. What some participants in the meeting now 
hold in their minds may vary from source material— 
an extremely common occurrence. Verbatim records, 
however, speak not only for themselves but for the oc- 
casion. 

The third and last editorial of the November issue 
was guest-written and carried the title, “Partnerships.” 
It was a timely statement on a significant program of 
the Association and was signed by the Association’s 
President. It is mentioned in this context as an illus- 
tration of JoURNAL practice. 

Each month THe JourNAt’s editorial section fol- 
lows the same pattern. The masthead lists the editors 
and administrative officers. Two main headings divide 
the section. The main heading, “Editorials,” designates 
the first part and is self-explanatory. The other main 
heading, “Editorial Comment,” designates commen- 
taries written by the Editor, but they are usually briefer 
and more informal than editorials ; they deal with mat- 
ters of current interest or of special significance to the 
profession. 

Further, for unquestioned clarity, mention should 
be made here of editorial policy, on the one hand, as 
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reflected in material presented in unsigned editorials 
and editorial comments and, on the other hand, as it 
relates to the official position of the American Osteo- 
pathic Association. 

The A.O.A. Board and House of Delegates accord 
to the Association’s Editor the traditional editorial pre- 
rogatives common to all types of magazines and news- 
papers, literary or professional, medical or nonmedical. 
Such a privileges confers a certain degree of editorial 
liberty, but it also demands high responsibility on the 
part of an editor-in-chief to work within the structure 
of the organization for which publications are the 
means of communication. 

This liberty delimited by responsibility can be 
clearly defined in the case of the A.O.A. Editor. It is 
his aim to keep the profession informed on the move- 
ment and meaning of events, to state the A.O.A. official 
position where it is known, and to express editorially, 
if need be, an opinion on matters on which no official 
position has been expressed. Editorial opinions, unlike 
statements made by the Executive Secretary, are to be 
understood as the Editor’s interpretation of the general 
policies of the Association applied to specific matters. 
Herein lies the clear-cut distinction between an official 
position expressed in an editorial and the Editor's 
opinion on matters on which no official position has 
been taken. The latter is merely the Editor’s interpre- 
tation of a specific matter within the broad principles 
and general policies of the governing bodies of the As- 
sociation. Necessarily, it is individual application of 
fundamental philosophy and practice. An editor’s opin- 
ion can never be more than an opinion, and no knowl- 
edgeable editor will express an opinion contrary to 
stated official policy or to general policy as he under- 
stands it, in relation to a specific matter. Just as a 
superior court can overrule an inferior court’s interpre- 
tation of the law, so does a governing body of an asso- 
ciation reserve the right to declare editorial opinion 
contrary to general policy. 

Editorial prerogative has a historical and logical 
basis, and it is a right which every self-respecting editor 
jealously guards. If editors did not play an interpreta- 
tive role, official bodies would need only technical edi- 
tors concerned with production of publications and act- 
ing as editorial mouthpieces for an official position 
when stated. An editor worthy of the name constantly 
respects the ethical limitations imposed on him, just as 
he expects the governing body which he represents to 
respect his historic privilege. The position of editor 
demands an individual capable of maintaining that kind 
of balance. If he fails his responsibility, the solution is 
a simple one. 

Applied specifically to the confused thinking of 
some JOURNAL readers, these facts stand out: In the 
November 1958 Journat, will be found: (1) In the 
A.O.A. Activities section, page 186, there is an itali- 
cized statement of fact—that in December 1957 the 
\.O.A. Board of Trustees appointed a Special Refer- 
ence Committee to study especially portions of Chapter 
Il of the A.O.A. Code of Ethics; that in July 1958 the 
Board, having received the report of its Committee, 
adopted a statement of interpretation. (2) There fol- 
lows in Roman type, the exact statement of the A.O.A. 
Board. (3) On page 175, there is the signed guest edi- 
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torial by the Executive Secretary, as explained in a 
paragraph above. (4) On the same page there follows 
another editorial, entitled, “Ethical Standards and a 
Changing Code,” also referred to in an above para- 
graph as an unsigned interpretation of the Editor, and 
in accordance with A.O.A. policy. 

The editorial entitled, “Ethical Standards and a 
Changing Code,” was occasioned by problems of medi- 
cal ethics—medical ethics in a period of revolutionary 
change in physician-patient relationship, which in turn 
is related to the shift in treatment-setting from the 
home to the office to the hospital. While the physician 
today is troubled ethically by the fragmentation of the 
patient, he must not lose sight of the patient’s dilemma, 
in which the physician is no longer seen as the patient’s 
“doctor” but as an individual segmented and frag- 
mented. The problems of mid-century physicians can- 
not be studied in a professional vacuum. First, they 
must be related to the larger social and economic prob- 
lems of society. This demands intelligent reading and 
study by the doctor of informative material that is ap- 
pearing in newspapers, books, and magazines. It was 
within this framework that the November editorial, 
“Ethical Standards and a Changing Code,” was written. 


Medical books '% THE “Book Reviews” 
viewed and section of this issue of THE 


: JourNAL, readers will find 
reviewed an appraisal of a small 
monograph, Low Back 
Pain, written by a doctor 
of osteopathy. Because it was produced by an osteo- 
pathic physician it is reviewed critically, within the pre- 
cise meaning of the word “critical” not as faultfinding 
but as exercising careful judgment in an effort to see 
the author’s point of view clearly and truly, that the 
work be judged fairly and objectively. The author of 
Low Back Pain, David Shuman, D.O., presented copies 
to members of the Association of Osteopathic Publica- 
tions, requesting that the booklet be mentioned or re- 
viewed. 

The great majority of osteopathic publications do 
not list books, nor are their editors prepared to publish 
book notices, much less book reviews. Dr. Shuman’s 
request for a listing of his book or for its review was 
logical, as he is a member of this profession and the 


number of osteopathic authors has always been small. 


His request, however, raised a question in the minds of 
these editors—to review the book or not? Several re- 
quested THE JoURNAL’s opinion of the book. These 
requests stimulated THE JoURNAL to outline its system 
for reviewing books. Book reviews in the J.A.O.A. are 
not handled haphazardly, but according to definite policy. 

A majority of important medical texts, many mi- 
nor texts, and volumes closely related to the science of 
medicine, are sent routinely to THE JourNAL for re- 
view. Occasionally a book not routinely submitted 
is requested because its subject matter would be of 
special interest to our doctors, for example, Patients, 
Physicians and Illness. Sourcebook in Behavioral Sci- 
ence and Medicine, edited by E. Gartly Jaco (The Free 
Press, Glencoe, Illinois, 1958), which will be handled in 
a forthcoming issue. All books received are listed 
monthly in the “Books Received” section. Almost all 
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books are reviewed as space permits, but there is an 
occasional book for which no space is available except 
for listing. Acceptance of a review copy is commonly 
judged by magazine editors and publishers as imposing 
no obligation to review a book. 

Many of the books received are not formally re- 
viewed but are given what is called professionally a 
book notice. It is written by members of the editorial 
staff with the purpose of reporting a particular book’s 
values—its authority, scope, treatment of the subject 
matter, and its physical characteristics. Book notices 
are descriptive rather than critical. This method is es- 
pecially common to medical periodicals. Although no- 
tices approach any book in general terms, each notice 
is an attempt to look at the book from the viewpoint 
of the reader who has a more than usual interest in the 
field treated. 

A book review page is a kind of bookstall where 
the reader roams about, glancing at titles that catch his 
eye and dipping into books that sound interesting or 
that appeal to him as being useful. Here an author 
meets his critic, silently hoping that the critic has at 
least read the volume. For the publisher a book review 
page is a market where his wares are displayed. 

Book reviewing is not something that periodicals 
of high standing undertake lightly. There is a triple 
obligation involved. The reader must be given trust- 
worthy information in sufficient amount to permit him 
to pass judgment on the book’s worth; the publisher 
must be treated fairly—he has a stake in the venture ; 
and the author is a human being who has done his best. 
The A.O.A. JouRNAL gives serious consideration to its 
triple obligation. 

Some books dealing with medical specialties are 
referred to guest reviewers known to be competent in 
the given field and experienced in the art of literary 
(medical) criticism. Reviews by physicians are signed. 

_ Books written by D.O.’s, except the very occasional 
one which is only listed, are reported on by the Editor, 
usually after consultation with one or more referees 
who remain anonymous—this consultation aids the re- 
viewer to reach an unbiased judgment and a carefully 
weighed opinion. For these books, the reviewer has an 
obligation to set up every possible safeguard to insure 
unbiased judgment. This is relatively a very small pro- 
fession, and many of its members are known to each 
other. THE JouRNAL would not jeopardize its stand- 
ards through clearly prejudiced statements and there 
can be no compromise with personalities, whether it be 
to further the authors’ certitudes or inflate their enthusi- 
asm. Belief—for or against someone’s method—has no 
place in the presentation of scientific and clinical ma- 
terial in a medical journal, whether it is in article or 
book form. 

Books written by D.O.’s and sent to THE JouRNAL 
for review are subjected, therefore, to the same ele- 
mentary and fundamental principles that govern the 
acceptance or rejection of manuscripts offered for pos- 
sible publication. These principles determine whether 
such a book shall be merely listed, given a book notice, 
or accorded a formal or even an article review. The 
principles were outlined explicitly in a JouRNAL edi- 
torial, “Selection of Manuscripts for Publication,” pub- 
lished in the December 1957 issue. 
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Osteopathic authors as such are entitled to sympa- 
thetic treatment, but not lenient handling. These writers 
are entitled to a more complete study than would ordi- 
narily be given, book for book. The osteopathic author, 
however, who has failed to be critical of his own mate- 
rial and who flies in the face of scientific knowledge, 
must not expect to have his exposition glossed over. 
Further, his opus is expected to reflect good writing. 
If necessary he should employ a professional editor of 
unquestioned skill and wide experience. High quality 
free-lance editing can be had for a price. There is no 
excuse today for illiteracy in published material. 

THE JouRNAL will not compromise with funda- 
mental principles that are applicable alike to article and 
book, whether it be to accept or reject an article for 
publication or to review a book descriptively, formally, 
or by critical study. The first obligation in book re- 
views that go beyond the descriptive is to convey to 
readers the genuine values of the books concerned. 
This means that the reviewer must possess what one 
of the greatest of literary critics once termed “wise 
skepticism.” He dare not carp and denigrate, and he 
must be critical beyond personal prejudice. In medical 
reviewing, especially, the author’s qualifications are of 
primary importance—his professional degree only cate- 
gorizes him. Whether he is a Ph.D., an M.D., or a 
D.O., he must possess demonstrable authority in the 
field about which he writes. It is upon this basis that 
THE JouRNAL renders judgment upon the books that it 
reviews. 


Medical THIS ORGANIZATION, whose 
International “are & 
c an altruistic group devoted 
Cooperation to medical assistance as a 


humanitarian means of 

countering Communism. In 
its 8 months’ existence MEDICO has gone far. It has 
already sent a team of physicians to Laos in Southeast 
Asia, established a dental clinic in Dr. Albert Schweit- 
zer’s hospital in French Equatorial Africa, dispatched 
teams of specialists to countries in Asia and the Pacific, 
and sent shipments of drugs and medical instruments 
to other corners of the earth. Doctor readers of 
A.O.A.’s Heattu will recall its December 1958 and 
January 1959 issues presented editorial stories about 
doctors at work in fields where MEDICO will lend its 
strong hand. 

In September the Medical Advisory Council of 
MEDICO met in New York City to expand and chart 
its plan to maintain a constant flow of privately spon- 
sored United States medical aid to the major under- 
privileged areas of the world. This thirty-member 
Council is made up of eminent medical authorities, 
prominent laymen, and medical suppliers. Dr. Howard 
A. Rusk, director of the Institute of Physical Medicine 
and Rehabilitation of the New York University-Belle- 
vue Medical Center, chaired the meeting. In its first 
formal conference of the Council since its inception, it 
agreed on a world-wide program of information to doc- 
tors, medical suppliers, and laymen, that would describe 
the aims of the organization and enlist support for it. 

In reporting the meeting, the New York Times 
stressed the urgency of the program as stated by the 
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secretary-general of MEDICO, Dr. Peter D. Coman- 
duras. He said: 

We are living in a paradise of comfort, security and medi- 

cal care which cannot compare with the rest of the world. The 
rest of the world is a jungle. 
Just previous to the group’s meeting, Dr. Comanduras 
had completed a medical inspection trip to twenty-one 
countries and was able to report on the urgent need of 
expansion of the group’s medical aid plan: He pointed 
to the immediate need for medical care for underprivi- 
leged countries. 

An emergency team of MEDICO has been estab- 
lished ; it is to be composed of leading practitioners in a 
dozen or more medical fields. Their scope will range 
from brain surgery to general practice, and at a mo- 
ment’s notice team members will be flown to any disas- 
ter area of the world where such service is needed. 
Drugs, supplies, and equipment will be kept at stand-by 
readiness. 

Dr. Rusk, in addressing the Council, said that 
MEDICO could have enormous political benefits for 
the United States and would display the fundamental 
desire of America to share its knowledge and skill with 
the needy sick. 


“Fun FOR wHoM? Your patients 

ith who are children. How 

with @ create it? With Highlights 
purpose for Children: Fun with a 


Purpose. It matters little 

where they are: in your of- 
fice, waiting irritably with frustrated mothers ; in hos- 
pital reception room or bed, the bane of nurses and 
supervisors ; in their home, impatiently sick and super- 
imposed by you upon their distraught mothers. There 
is nothing else like Highlights available today. It is a 
ten-times-a-year magazine, counseled by an editorial ad- 
visory board made up of representative educators, psy- 
chologists, teachers, social workers, and members of the 
clergy from the three faiths of America. Its acceptance 
and rating could not be higher. For information write: 
Highlights for Children, 37 East Long Street, Colum- 
bus 15, Ohio, stating your interest in becoming ac- 
quainted with the magazine—for use in your office 
waiting room, to recommend to hospital administrators, 
and to suggest to parents. It is an excellent tranquilizer 
not only for children, but indirectly for all who have to 
do with them when they are ill. 


Learning PHYSICIANS perhaps more 
i. than other scientists have 

. an obligation to express in 

write writing the results of their 


work and experiences. Oc- 

casionally one finds a physi- 
cian who is a “born writer,” but most of them have to 
learn the art the slow, hard way, aiming at simple com- 
petence in expressing themselves effectively. They dis- 
cover that during their crowded years of training they 
have been all but cut off from the scholarly aspects of 
science and letters—to implement their healing art they 
must now practice skills from a different discipline, 
the art of language usage. 


Journat A.O.A. 


Unfortunately there is only one way to learn to 
write—that is, to keep doing it. The beginning writer 
will find sympathetic fellow-sufferers in such groups 
as the American Medical Writers’ Association, or in 
writing classes for adults, if he can find the time to 
join one. As he struggles on by himself he will need 
books that can help direct his efforts. A recent book 
that offers most practical advice for beginners is H. A. 
Davidson’s Guide to Medical Writing, The Ronald 
Press, New York. Every chapter details “How to” 
handle some technical aspect of medical writing, from 
working out the idea for an article to selecting the 
journal that might publish the finished production. For 
basic help on grammar, diction, and usage, however, no 
book can surpass Webster's New Collegiate Dictionary ; 
most writers could well make thorough use of the sup- 
plementary chapters in the dictionary. With the intelli- 
gent use of these books and a good text in English 
composition, anyone smart enough to have become a 
physician should be able to learn to write with facility 
—and with pleasure. 


Notes A NEw edition of the book- 
let, “Immunization Infor- 
in briefer mation for International 
form Travel,” is now available 
for sale by the Superintend- 
ent of Documents, Govern- 
ment Printing Office, Washington 25, D.C., for 30 
cents. Community hospitals should make it known it. 
the area they serve that their staff members are pre- 
pared to meet immunization requirements for travelers 
going abroad. . . [PPLO (for pleuropneumonia-like 
organisms) have long been known as the cause of dis- 
eases in cattle, chickens, pigs, dogs, and other animals. 
Through special culture media scientists have discov- 
ered PPLO in the human genitourinary system, the 
alimentary tract, the fluid of inflamed joints, the blood, 
skin lesions, and the eyes. Few hospital laboratories 
are prepared to identify the organisms in specimens 
taken from patients. The ordinary bacterial inspection 
will not show the presence of PPLO since these organ- 
isms require special growth materials. 


SPECIAL ARTIC 


The Rural Clinics Program of 
the Kirksville College of 
Osteopathy and Surgery* 


Part II. The Program in operation 
DONNA LAMB FISCHER 


> Editor's Note: Part 1, The development of the Pro- 
gram, was published in the January JouRNAL. Part II, 
The Program in operation, follows. The data presented 
in the thesis were correct at the time of its writing. 
There are now ten rural clinics, and during the year 
ended December 31, 1958, patient calls were in excess 
of 25,000 and examinations of school children num- 
bered nearly 14,000. 


(Continued from the January JourNav) 


| HE TYPE OF training that the Rural Clinics 

Program endeavors to provide can very appropriately 
be summarized by a quotation from Wilson G. Smillie: 
The great physicians of all times have understood and fol- 
lowed the principle that the practice of medicine is not simply 
an exercise in diagnostic acumen, nor a test of the therapeutic 
*Based on a thesis submitted in partial fulfillment of the require- 


ments for the degree of Master of Arts, 1957, Northeast Missouri State 
Teachers College, Kirksville, Missouri. 
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skill, but requires a complete understanding of an individual as 
a person who lives in an environment that has profound influ- 
ence, for better or for worse, upon his health.’ 


During the study and planning stages of the Rural 
Clinics Program much was done to establish teaching 
and training policies which would enable the student to 
gain experience in the principles of practice so aptly 
described by Smillie. Curriculum changes were insti- 
tuted which would allow the student to complete most 
of the didactic study before being assigned to the clinic 
phase of training. Thus, the student has completed the 
specialized training in the biologic and physiologic sci- 
ences, all didactic work, and all laboratory instruction 
in the clinical sciences, before he enters the Rural 
Clinics Program. The student has also served for 
months in a closely supervised clinical activity in the 
outpatient department, the hospital, and special diag- 
nostic clinics.?, With this background the student begins 
in the Rural Clinics training to develop a sense of re- 
sponsibility and deep personal interest in patients. 

At present the Rural Clinics Program constitutes 
the work for 6 months of the senior year. In order to 
provide a continuity in this phase of training the Col- 
lege extended the senior year to 12 months rather than 
the 9 months customary in most medical institutions. 
Selection of students for the Rural Clinics Program is 
based on academic merit and clinical aptitude. The se- 
lected students are assigned in pairs, with the choice of 
clinics and working companions given to the students as 
far as possible. Selections are made weeks in advance of 
the assumption of duty, to enable the student to make 
preliminary visits to the chosen community in the com- 
pany of the senior student who has almost completed his 


381 


n- 
‘Sige 
li- 
he 
le 
yf 
1 
a 
e 
- 
- 
. 
y 
t 
r 
1 
; 
at 
: 
4 


**. .. the practice of medicine 


is not simply an exercise 


in diagnostic acumen, nor a test 
of the therapeutic skill, but 
requires a complete understanding 


of an individual as a person .. .” 


service there. This arrangement permits the new student 
physician to meet future patients on a professional level 
and helps him acquire essential information about the 
clinic and community. The student also receives guid- 
ance from a senior student who has completed approxi- 
mately 6 months of participation in the Program and 
who has developed a pride of accomplishment.* During 
this preliminary period the student also receives nu- 
merous orientation lectures which provide a working 
knowledge of procedure and protocol. There is an at- 
tempt to impress upon the student that the purpose of 
the Rural Clinics is not to teach him more principles 
or modify the technics he has learned, but rather to give 
him an opportunity to apply the facts he has accumu- 
lated to the conditions of general practice. 

The work program of the Rural Clinics has been 
expanded to include a 2- or 3-day week, depending on the 
place of assignment. The clinics are open from 2 to 9 
p.m. and during the remainder of the 24-hour period the 
two students are on call, either to the clinic or to patients’ 
homes, in case of emergencies. On alternate days a 
different pair of students is assigned for the 24-hour 
period. On the days that the student is not occupied 
with the clinic, he participates in the other facets of the 
program. Since the clinics are open in the afternoons, 
the morning hours are devoted to lectures, conferences, 
consultations, and didactic teaching of a type which 
supplements the over-all clinic program. Other portions 
of the program include examinations of school children, 
preventive medicine laboratory work in public schools, 
immunization programs, and the senior outpatient clinic 
of the hospital.* 

A supervising staff instructor spends at least 2 
hours at each clinic during the hours of operation. All 
active case histories are reviewed while the instructor 
is present, and the therapeutic procedures are outlined. 
The problems encountered by the student are discussed, 
and conclusions are reached on a professional level. 
Cases which the student encounters when the staff phy- 
sician is not present are held for consultation at the 
next visit. Medications are prescribed by the student 
under the supervision of the staff instructor, and all 
prescriptions are signed by the staff instructor. The 
student is able to see and treat patients in the Rural 
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Clinics to the limit of his professional ability while still 
under the watchful eye of a staff instructor.* 

The services of the clinics include consultation on 
individual and family health problems, diagnosis and 
treatment of specific illnesses, prognosis reports, and 
follow-up observations. The students are expected to 
provide the families of their communities with the type 
of health care these families might expect from a fam- 
ily physician. The student physician gives generously 
of his time and makes himself available for all emer- 
gencies. He does a large part of the laboratory work in 
the clinic rather than having the hospital laboratory per- 
form the various tests and studies. Such matters as 
investigating a patient’s ability to pay for services ren- 
dered are also mandatory duties. The student must 
keep accurate records, both medical and financial, on 
all clinic patients, and must learn to work closely with 
the students assigned to the clinic on alternate days, to 
insure continuity of service.® 

Since the clinics provide a broad health service to 
the community the student is involved in such matters 
as counseling relatives and other nursing personnel re- 
garding procedures necessary for the proper care of 
the patient. The numerous home visits that must be 
made during the day and night enable the student to 
gain valuable experience in the diagnosis and treatment 
of illnesses without the elaborate technical assistance so 
often found in hospitals and metropolitan centers. 
Through the home visits the student soon learns what 
questions to ask the person telephoning, so that the 
necessary instruments and medications may be included 
in his equipment for the visit. It is through this broad 
experience of actual practice that qualities of compe- 
tence, leadership, and sympathetic interest are devel- 
oped, qualities essential to the true art of medical prac- 
tice. 

During his service at the rural clinics the student 
also becomes familiar with the daily log, a statistical 
device in which are recorded the name, diagnosis, treat- 
ment, and initials of the student physician for every 
patient seen each day. This method of tabulation is not 
only a quick and ready reference for the day’s work, 
but also aids in presenting the various cases to the staff 
supervisor for discussion. Along with the daily log a 
financial record is kept on all patients, a running ac- 
count of all charges and credits. The students are also 
responsible for the appearance of the clinic—such tasks 
as sweeping, dusting, and general housekeeping are 
necessary duties, since janitorial service is not avail- 
able.® 

As mentioned previously, the student may utilize 
all the facilities of the school clinic and hospital for 
consultation. The student desiring a rural clinic patient 
to have certain diagnostic examinations and consulta- 
tions must schedule appointments with the appropriate 
consultant and then accompany the patient to the spe- 
cialist’s office, where he may observe and assist in the 
various procedures. The student doctor receives writ- 
ten consultation reports and is in general treated as the 
referring physician.® 

In the event the student encounters a patient who 
needs hospitalization, the Rural Clinics Program pro- 
vides for his entering the patient in the hospital through 
the proper channels and as the referring physician. The 
student describes and discusses the treatments, costs, 
and payments with the patient, and he enlightens him 
as to the personnel and the procedures he will encounter 
during his stay in the hospital. Unless it is absolutely 
impossible, the student accompanies the patient to the 
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hospital admissions office ; thereafter he maintains con- 
tact with the department in charge of the case. Like 
any conscientious family physician, the student physi- 
cian visits the patient daily in association with the hos- 
pital staff and departmental physician. The student 
carefully follows the patient’s progress and is present 
when the patient is dismissed. A written report of the 
hospital stay and recommendations for follow-up care 
are obtained from the staff member in charge.* Through 
this phase of the Rural Clinics Program, the student 
becomes acquainted with hospital procedure from the 
viewpoint of a physician in general practice. 

Aside from the professional aspects, the student 
acquires insight into other aspects of a family physi- 
cian’s life. While working in the clinics, the students 
are encouraged to take an active part in community af- 
fairs. They spend some time each day in casual visits 
about the business district of the community, becoming 
acquainted with the people in their usual environment, 
but keeping out of controversies. They take part in pie 
suppers, church socials, town meetings, and community 
improvement programs.‘ Participation in the events 
and life of the community obviously permits the stu- 
dent to practice health leadership and at the same time 
acquaint the people of the community with the ideas 
and practices of the clinic personnel and thereby en- 
hance the clinic’s importance as a remedial, preventive, 
and educational health unit. 

Often during the course of the 6 months in clinic 
service the students are called upon to present lectures 
or health discussions before community clubs and gath- 
erings. Such occasions provide an excellent opportunity 
for health education, and at the same time give the 
student valuable experience in public speaking. The 
lectures are prepared with the help of the Public Rela- 
tions Department of the College and are carefully edit- 
ed by the professional staff. The College also provides 
slide and film projectors, charts, and other visual-aid 
equipment.? 

All students associated with the rural clinics are 
required to attend conferences held in the hospital staff 
room three mornings each week. At these conferences 
the students and staff members discuss current profes- 
sional affairs, listen to lectures, or present cases. The 
case presentations are prepared by the students and 
given in a formal staff meeting atmosphere. The diag- 
nosis, treatment, and prognosis, the failures, successes, 
and difficulties, are presented and then discussed. Con- 
structive criticism on a professional level is permitted 
during these case discussions. Academic agreement, 
logic, rationale, and conduct of professional consulta- 
tions are skills required in these open forum discussions 
of actual case histories. The student must also be fa- 
miliar with good diagnostic and therapeutic methods, in 
order to participate in these programs. The give and 
take, error without censure, and the full responsibility 
for preparation and presentation of work well done, go 
far in the preparation of the future doctor for the re- 
sponsibility he must then share alone.* 


Individual clinic problems are also brought out in 
these group conferences. A free discussion of an error 
often leads to a good solution and helps prevent a re- 
currence of the error. Problems in administration and 
public relations which are common to all the clinics are 
freely and openly discussed during these conference 
periods.® 

The lecture sessions which make up part of the 
program for these conferences are divided into three 
categories : orientation, academic, and special. The ori- 
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entation lectures are designed to familiarize the student 
with the aims, philosophies, and objectives of the Rural 
Clinics Program, as well as the duties and problems of 
the students. Academic lectures are chiefly informative, 
covering medical problems that the student will en- 
counter in carrying out his professional duties. The 
special lectures may belong to either category and are 
designed to meet specific needs or to cover unusual 
circumstances which may arise during the course of 
training. Guest speakers from such fields as medicine, 
sociology, and economics sometimes appear; tape re- 
cordings, films, and slides are also included in the lec- 
ture series.* 

The students have meetings which are attended 
only by the participating clinic personnel. Here discus- 
sions of professional relationships, personnel relation- 
ships, personality difficulties, and work problems are 
freely held. All phases of the student’s current diffi- 
culties are presented and debated. Staff leaders inter- 
vene during these sessions only when solutions are not 
possible through the students’ own efforts.* 

Individual conferences between the student and his 
supervisor are held in the clinic office. Specific patient, 
personnel, and professional problems that the student 
encounters are considered here. This is also where 
such matters as insurance and hospitalization forms are 
completed and signed. Hospital procedures are checked 
for completeness and accuracy, therapeutic procedures 
reviewed, and, in fact, any item which affects the prog- 
ress and proficiency of the student’s training may be 
discussed during these private conferences. Financial 
and other statistical records are reviewed and filed. In 
general during these private meetings the student is 
permitted to air his problems, complaints, desires, and 
successes openly and freely.* 

The Rural Clinics Program has made it possible 
for many communities to have fairly comprehensive 
health programs in their schools. The students are as- 
signed to specialty clinics, school health examinations, 
preventive health programs in the public schools, and 
immunization clinics. 

The immunization clinics are provided for schools 
upon the request of the school authorities and are held 
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responsibility, not for clinical 
decisions which are beyond his 

level of training, but 
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relationship with people 
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at the school climc. The program is under the adminis- 
tration of the student physicians, who are supervised by 
a faculty member. An average of fifteen to twenty such 
clinics are held each year, providing an important com- 
munity safeguard and also acquainting the students with 
a type of service they will often be called upon to per- 
form in their respective communities. In some areas 
school nurses, health units, and other health personnel 
cooperate with the clinic doctors.’ 

Mass physical examination of school children is an 
integral part of the Rural Clinics system. The hours 
devoted to this phase of the program are variable ; how- 
ever, a period of approximately 60 days is usually nec- 
essary to examine a total of 9,500 school children.* The 
student physicians are assigned to this project during 
their hours off their regular clinic duties. The student 
group is divided into teams of six ; under supervision of 
a staff member the teams perform complete public 
health scanning examinations on grade and high school 
students in the area served by the College. Many 
examinations are performed at the school, while some 
are carried out at the College Clinic. The student doc- 
tors are rotated so that each has a chance to perform 
each part of the examination. Recommendations for 
remedial work are made, and oftentimes the student 
physician becomes the family physician, because the 
children are located in the communities where the 
clinics are established. All the recommendations for 
remedial work are either made or approved by the staff 
supervisor.® 

Because of the public health nature of these school 
examinations and the desirability of avoiding any sem- 
blance of indigent clinic service, the student is encour- 
aged to stress strict professionalism. The examinations 
are performed efficiently and without delay. Here 
again, the program provides a needed service for the 
community while acquainting the student with technics 
he will need in his own practice, the technics used in 
examining children. The school health program also 
helps the student physician understand the normal 
growth and development of children and the problems 
encountered in certain age groups.® 


Another important segment of the Rural Clinics 
system is the preventive medicine laboratory. At pres- 
ent the program is limited to the public schools of 
Kirksville. A senior student is assigned to each of the 
schools for a period of 30 days, during which he spends 
1 hour each morning at the school, examining pupils, 
and then is available for emergency calls the rest of the 
day. Examinations are made in all cases of suspected 
communicable disease, and the principal or teacher is 
advised as to whether the child should be excluded from 
school until examined by the family physician. Chil- 
dren who show symptoms of illness during the medical 
student’s classroom rounds are examined and recom- 
mendations are made. Teachers, parents, and pupils 
are advised on health rules and regulations as_pre- 
scribed by the State Division of Health or local health 
unit. 


During the 6 months the student spends in the 
Rural Clinics Program, all phases of medical practice 
are encountered. Chronic, acute, emergency, and ad- 
visory situations are met in the daily routine of the 
clinics. Such difficulties as the absence of running wa- 
ter, the lack of equipment, the impossibility of attaining 
“textbook” sterility, the obstinate resistance of a patient 
in his own environment to clinical tests he might take 
for granted in the hospital, the utter faith in which the 
patients accept the student’s judgment about something 
he wishes to examine more fully, and the respect he 
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gains in the community, are all part of a maturing ex- 
perience for the young physician. He begins to feel a 
new respect for the rural practitioner and for the kind 
of medical service that can be achieved when the com- 
munity and the physician cooperate.’ 

Through the various facets of training encom- 
passed by the Rural Clinics Program, the student real- 
izes the tremendous responsibility of providing com- 
munity health leadership. As the young physician in 
training comes in contact with various problems of 
grandparents, parents, and children, problems which 
often are not strictly medical but which have a signifi- 
cant effect on the well-being of the patient, he begins 
to develop a full realization of the art of practice.’ 

The student also learns that preventive medicine 
takes a large part of the physician’s time, and there 
begins a process of independence in planning, thinking, 
and evaluation of facts. The doctor in training soon 
notes that although the tremendous array of equipment 
in the hospital is nice to have, it is not altogether indis- 
pensable ; often the simplest skills and tools will serve 
as well. Considerable insight is gained into the reason 
so much of the student’s time must be spent in the 
classroom and laboratory during the first 3 years of 
study. The experiences met in this Rural Clinics sit- 
uation promote a desire and incentive for study and 
knowledge.°® 

The statement has often been made that the stu- 
dent thrives on responsibility, not for clinical decisions 
which are above and beyond his level of training, but 
for establishing and developing a constructive relation- 
ship with people.° This sort of responsibility is en- 
couraged in the Rural Clinics Program. 

The type of training the student receives during 
the time spent in the Rural Clinics Program is not only 
necessary for general practice after graduation, but is 
considered a necessary conditioning for every medical 
graduate. Any student who continues on into a spe- 
cialized field will at one time or another assume the 
role of family physician.’ 


It is in this rural setting that the doctor-in-training 
begins to visualize the broad field of service open to the 
rural practitioner, with no loss of modern technical fa- 
cilities when the physician and community cooperate to 
solve health problems. The economic, social, and politi- 
cal capabilities of the community are impressed upon 
the student. Because of these exchanges or coopera- 
tions in the rural clinics, not only does the student re- 
ceive an invaluable medical experience, but almost cer- 
tainly a larger number of the graduates will choose 
rural locations for their practices because the choice 


will be made in the light of actual experience. 
1711 N. Garret Ave. 
Dallas 6, Texas 
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MESSAGE FROM THE PRESIDENT 


OF THE A.O.A. 


> Many of the problems of the osteopathic profession 
are problems of medicine in general. The position of 
the physician and surgeon no longer goes unquestioned. 
His is no longer the sole voice in medicine as it is prac- 
ticed in the world today. 

Various segments of both the public and govern- 
ment are re-examining the position of the physician in 
society. Searchlights of inquiry are being beamed at 
the doctor and his methods of practice. 

In the minds of many physicians, morality in prac- 
tice is a stuffy subject, but it is being discussed with in- 
creasing frequency. Articles, books, plays—all forms 
of discussion—are treating the subject with what is 
sometimes referred to as candor. The physician can re- 
sent such discussions—and blind himself to the realities 
of life. Blanket denials are not sufficient. Negative de- 
fenses are almost worse than none. The fact of the 
matter is that any group of physicians is much like any 
other group of people. Many have high ideals and prac- 
tice according to them. Others, like other members of 
society, are not so well motivated. 

Society often rates the dollar sign as a measure of 
success. Money, to many, is the alpha and omega of 
life. Money can become an attractive tranquilizer for 
the conscience. Unfortunately, this can be true of 
physicians as well as of others, and to some physicians, 
money rather than ethics has become the major goal. 
Such doctors, those who place income ahead of profes- 
sional service, are hazards to their patients and a prob- 
lem to their profession. 

Officials of voluntary health and accident insurance 
companies tell of abuses of policy rights by patients 
and physicians. Compensation courts report an increase 
in unsubstantiated medical claims and fees. Govern- 
ment programs such as Medicare have adopted cut- 
backs and other protective measures to prevent the kill- 
ing of the “goose that iays the golden eggs.” 

All physicians justly resent attempts to infringe on 
private practice rights, and physicians in private prac- 
tice view with alarm trends toward the complete sociali- 
zation of medicine. Resetment and alarm are both in- 
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adequate defenses. Medicine can no longer escape eco- 
nomic pressures and sociologic changes. It cannot and 
should not exist on an island of complacency. 

Doctors, as members of society, must learn to un- 
derstand and be understood. Too often they neglect to 
do either. It is no longer enough to assume a “father- 
knows-best” attitude. In short, all segments of society 
must learn the art of thinking and working together. 

Whether we like it or not, the practice of medicine 
is undergoing many changes, and to deny such changes 
is to deny reality. In 1948, 6.4 per cent of the total of 
physicians’ fees was covered by prepaid insurance; in 
1957, 30.8 per cent of fees was so covered. In 1948, 
27.3 per cent of total hospital fees was covered by pre- 
paid insurance; in 1957, 57.3 per cent was so covered. 

The argument concerning a possible shortage of 
physicians continues. The facts show that in this coun- 
try, in 1913, there were 144 doctors per 100,000 popu- 
lation, as against 130 doctors per 100,000 in 1956. 

As responsible members of society, osteopathic 
physicians must learn to counsel with the public about 
their problems and ours. If we are to continue to hold 
public confidence, we must demonstrate our maturity. 
If the physician desires to maintain his free choice of 
patients and the patients their free choice of physicians, 
both must develop a clear understanding of the reasons 
for such a position. 

Frankly, the patient is more concerned with what 
happens to his income in relation to medical expenses 
than he is with the individual physician’s economic 
status. If the patient is not convinced that his private 
medical investment is fair and equitable, he will look 
for other methods of financing his health care. 

The public does not accept with equanimity reports 
of medical rackets, fee-splitting, ghost surgery, and 
padded insurance bills. To be sure, many of these re- 
ports are unfavorably biased. But some are not. Re- 
cent governmental probes into cancer treatment, obesity 
rackets, and other lucrative pseudo-scientific programs 
have not raised the public confidence in independent 
medical practice. 
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The ultimate answer to these problems will be de- 
termined by the manner in which we conduct our pro- 
fessional lives. In my opinion, many of the most press- 
ing of these problems could be solved by simply raising 
moral standards of practice. Next only to the clergy, 
the physician should maintain himself above reproach. 
Service, not money, must be the prime goal. Practice 


best scientific knowledge and not upon the siren song 
of the money-changers. 

Some may say that all of this is too idealistic, that 
this is a dog-eat-dog world. Perhaps. Perhaps it is true 
that being “practical” is sometimes a mere excuse for a 
lack of idealism. This country was built on ideals as 


within the healing art professions must be based on the 


Development Council hears re port 


on health education survey 


P At the meeting of the A.O.A. 
Council on Development in Chicago 
in mid-December, one speaker was 
Sheldon S. Steinberg, Ed.D., assist- 
ant professor of health education at 
Southern Illinois University. Dr. 
Steinberg had come from the Car- 
bondale campus to present the final 
report on the Health Education 
Survey conducted in Paducah, Ken- 
tucky, last year by the University, 
and sponsored by the American Os- 
teopathic Association. 

Dr. William B. Strong, Brooklyn, 
is chairman of the Council on De- 
velopment, and one of five repre- 
sentatives of the Association on the 
National Health Council. With Mr. 
Robert A. Klobnak, director of the 
A.O.A. Division of Public and Pro- 
fessional Service, Dr. Strong origi- 
nated the survey, which promises to 
have a significant influence on pres- 
ent methods of both health education 
and fund raising. 

“As far as we know,” Dr. Stein- 
berg told the Council, “this is the 
first time this kind of test has been 
applied to methods of public health 
education. We feel that it is supply- 
ing important pieces in the puzzle 
of how to reach the public.” 

The Paducah Health Education 
Survey had its beginnings in De- 
cember 1957, at a meeting of the 
N.H.C.’s Committee on Public 
Health Education, of which Dr. 
Strong is a member. Both he and 
Mr. Klobnak were in attendance for 
the discussion of communication 
problems. Following the meeting, 
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they conceived the idea that, by test- 
ing the effectiveness of a specific 
campaign of information on a spe- 
cific audience, light might be thrown 
on some of the Committee’s prob- 
lems. Gains might also be made if 
the comparative effectiveness of the 
three principal channels of commu- 
nication—newspapers, television, 
and radio—could be measured. Out 
of these speculations came the idea 
of a health survey to test the levels 
of knowledge of a group of people 
before and after campaigns of in- 
formation. Such a project, they felt, 
should be conducted in a small Mid- 
western city far enough removed 
from a metropolitan center to be 
comparatively free of domination, 
and should deal with a specific dis- 
ease. The ideas were organized into 
definite plans, subsequently ap- 
proved by the A.O.A. Board of 
Trustees. By early spring the plans 
were ready to be put in action. 


Such a venture necessarily had to 
be cooperative. Enlisted to help 
were staff members of Southern II- 
linois University, Dr. Steinberg as 
director, assisted by five graduate 
students majoring in public health 
education; 51 students of the Pa- 
ducah Junior College, as interview- 
ers; some 400 citizens of Paducah, 
of varying educations and incomes ; 
the McCracken County Medical As- 
sociation; the Arthritis and Rheu- 
matism Foundation, New York 
City, also a member of the National 
Health Council; Mr. Jerry Walsh, 
regional director of the Foundation ; 
and the Paducah Sun Democrat, 


well as ideas. We may realize that idealism is in reality 
the truly practical course. It is not yet too late to learn. 


104 S. Livingston Avenue 
Livingston, New Jersey 


WPSD-TV, and radio stations 
WKYB and WPAD. 


From the beginning it was made 
plain that the A.O.A.’s sole interest 
in the study was to further the 
work of the National Health Coun- 
cil. The A.O.A. was acting only as 
the survey’s sponsor and as con- 
sultant on procedures. It was also 
understood that in conducting the 
survey Southern Illinois University 
was not in any way indicating ap- 
proval or disapproval of the Ameri- 
can Osteopathic Association, its 
methods, or its objectives. 


The study had two purposes. The 
first was to determine whether or 
not a short intensive Campaign could 
raise the level of knowledge con- 
cerning a specific health’ problém. 
The second was to try to determine 
the comparative effectiveness of the 
three principal media of communi- 
cation. 

The project was launched on the 
afternoon of April 20. Twenty Pa- 
ducah Junior College students called 
at the homes of 300 Paducah resi- 
dents, and were able to conduct in- 
terviews with 241 of them. Each 
was asked fifteen questions (see 
opposite page). For the next 3 days 
the Sun Democrat and the television 
and radio stations conducted an in- 
tensive campaign, based in the main 
on information supplied by thie 
Arthritis and Rheumatism Founda- 
tion. One-third of the front page 
of the newspaper and other columns 
throughout each edition were given 
over each day to. the stories of -the 
incidence of arthritis, descriptions 
of fake cures, accounts of research, 
and of preventive and curative 
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measures. The same material was 
presented over the radio and televi- 
sion in spot announcements, inter- 
views, slides, and films. 

Immediately following this bom- 
bardment, more student interview- 
ers visited Paducah residents—those 
whom they had talked with 4 days 
before, and some 175 new people 
who were designated as the control 
group. Six months later both groups 
were again interviewed. 

The results of those interviews— 
answers to the fifteen original ques- 
tions and to later ones concerning 
educational backgrounds, incomes, 
and reading, viewing, and listening 
habits—were tabulated and analyzed 
by Dr. Steinberg and by Eugene D. 
litzpatrick, Ed.D., University stat- 
istician. They supplied information 
for the 91-page report which Dr. 
Steinberg summarized for the Coun- 
cil on Development in Chicago on 
December 14. 

The survey suggested two impor- 
tant conclusions: one, personal in- 
terviews before the campaign 
heightened receptivity to the cam- 
paign ; and two, little of the knowl- 
edge was lost in the 6 months be- 
tween interviews. In other words, 
public health educators and fund 
raisers may be able to heighten the 
impact of concerted campaigns if 
they will first employ person-to-per- 
son technics to set up a “psychologic 
readiness.” Also, they may conduct 
the concentrated campaigns anytime 
within 6 months of the preliminary 
procedures. These findings have sig- 
nificance for all public health agen- 
cies. 

The Survey did not produce deci- 
sive information on the relative 
value of the newspaper, television, 
and radio as sources of information, 
Dr. Steinberg said, since a majority 
of the people interviewed had access 
to all three. There were indications, 
nevertheless, that a large percentage 
remembered more of what had been 
read in the newspaper than of what 
had been seen and heard on televi- 
sion. More study is needed in this 
area before conclusions can be 
drawn, the report stated. 

“Those who have taken part in 
the Paducah project feel that sig- 
nificant service has been done in the 
field of health education,” said Dr. 
Strong. “As far as we know, we 
are the first to try to translate into 
health education procedure the psy- 
chologic axiom that to ask a man a 
question is to arouse his curiosity.” 


Information gained in interviews with citi- 
zens of Paducah, Kentucky, is correlated by 
statistical department of SIU under Dr. Eu- 
gene D, Fitzpatrick. 
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Dr. William B. Strong, 
left, Council on De- 
velopment head and an 
initiator of the Paducah 
Study, and Dr. Sheldon 
S. Steinberg, right, pro- 
fessor of health educa- 
tion, Southern Illinois 
University, director of 
A.O.A.-sponsored re- 
search into health edu- 
cation methods. 


P Following are twelve basic questions put to 417 Paducah, Kentucky, citi- 
zens, to determine levels of knowledge on arthritis and rheumatism, as part 
of a health education survey sponsored by the American Osteopathic Associa- 
tion and conducted by the Southern Illinois University: 


In your knowledge and opinion: 
1. Which of the following diseases kills the most Americans: Tuberculosis? 
Cerebral palsy? Diabetes? Polio? Cancer? 


2. Which of these same diseases disables the most Americans? 
3. How many Americans have arthritis and rheumatism? 


4 How many million dollars are spent each year in medical care of arthritis 
and rheumatism? 


5. What are the two most common types of arthritis? 


6. Of every ten people over the age of 60, how many have arthritis and 
rheumatism? 


7. Should a person with arthritis and rheumatism see a doctor? 


8. Are medicines advertised in newspapers and over television and radio 
specifically for the relief of arthritis and rheumatism any good? 


9. Should these medicines be used without checking with a doctor? 
10. Are there any effective treatments for arthritis and rheumatism? 
11. Are there any cures? 


12. Which of the following statements is correct: 
About the same number of men and women get arthritis and rheumatism. 
More men than women get arthritis and rheumatism. 
More women than men get arthritis and rheumatism. 


; 
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§ DEPARTMENT OF PUBLIC AFFAIRS 


Bureau of Public Education 
on Health 


CARL E. MORRISON, D.O., Chairman 


Standards set for 


schools of x-ray technology 


> Standards for approval of schools training x-ray 
technologists have recently been adopted by the Ap- 
proving Authority of Massachusetts. These Standards 
have been adopted pursuant to Chapter 112, Section 2 C 
of the Annotated Laws of Massachusetts which dele- 
gates this duty to the Approving Authority. 

The Approving Authority, a subcommittee of the 
Board of Registration in Medicine, is composed of the 
secretary of the Board, the Commissioner of Public 
Health, the osteopathic member of the Board, and a 
layman. This body also constitutes the approved agency 
for schools of x-ray technology. When it is exercising 
this authority, however, three members are added. As 
provided by Section 2 C, these three additional mem- 
bers shall be a radiologist who is a member of the Mas- 
sachusetts Medical Society, a member of the Massa- 
chusetts Hospital Association, and an x-ray technologist 
who is a member of the Massachusetts Society of X-ray 
Technicians and is certified by the American Registry 
of X-ray Technicians of Minneapolis. 

These Standards became effective September 22, 
1958. It will be noted that under Parts III and V, re- 
lating to faculty and curriculum, recognition is accord- 
ed the American Osteopathic Board of Radiology, the 
Bureau of Professional Education and Colleges, and 
the Bureau of Hospitals of the American Osteopathic 
Association. The full text of these standards follows 
here: 

QUALIFICATIONS REQUIRED FOR 

APPROVAL OF SCHOOLS OF X-RAY TECHNOLOGY 

IN THE COMMONWEALTH OF MASSACHUSETTS 

I—Administration.— 

1. Acceptable schools for training x-ray technologists skall 
be conducted by, or in conjunction with, approved medical 
schools, hospitals, or other acceptable x-ray departments affiliat- 
— a hospital in accordance with present educational stand- 
ards. 


2. All training of x-ray technologists shall be under compe- 


tent medical control. 

3. The school shall provide evidence of financial resources 
adequate for and effectively applied to the support of its educa- 
tional program. 


II—Organization.— 

4. Adequate space, light and modern equipment shall be 
provided in the classrooms and x-ray department. A library 
containing up-to-date references, texts and scientific periodicals 
pertaining to x-ray technique shall be maintained and be readily 
accessible to the students. 

5. Satisfactory records shall be maintained for all work 
carried on in the department. 

6. Records of student’s college or other credentials shall be 
on file. Records shall be kept of each student’s attendance and 
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grades as well as the number and types of technical procedures 
performed. An outline of the curriculum and the rotation of 
assignments shall be available in the radiologist’s office. 

7. Two or more students shall be enrolled in each class. 
The Approving Authority may reconsider its approval of any 
school that does not have any students for a period of two 
years. 

8. An annual report of a school of x-ray technology shall 
be submitted to the Approving Authority promptly upon request. 


I1I—Faculty.— 

9. The school shall have a competent teaching staff. The 
directing radiologist must be a duly licensed physician who is 
well qualified, experienced and proficient in his specialty. He 
shall be certified by the American Board of Radiology, or the 
American Osteopathic Board of Radiology, or have qualifica- 
tions acceptable to the Council on Medical Education and Hos- 
pitals of the American Medical Association, or the Bureau of 
Professional Education and Colleges of the American Osteo- 
pathic Association. He shall be in regular attendance for suffi- 
cient time to supervise adequately the training program. He 
shall have at least one assistant instructor who is a trained 
x-ray technician, registered or eligible for registration by the 
American Registry of X-Ray Technicians, or who has equiva- 
lent training, experience and proficiency. There should be at 
least one qualified technician instructor for each three students. 
Any other member of the faculty shall have sufficient educa- 
tion, training and experience to be qualified for their teaching 
assignments. 


I1V—Prerequisites for admission.— 
10. Graduation from a high school or equivalent second- 
ary school approved by the proper qualifying body. 


V—Curriculum.— 

11. The course of training shall be a minimum of 12 
months. A proposed change in the number of months of train- 
ing must receive specific approval from the Approving Author- 
ity. Adequate vacation periods should be allowed for each 12 
months training. 

12. The instruction shall follow a planned outline similar 
to Basic Curriculum and Teacher’s Syllabus in X-ray Tech- 
nology (1954) published by the American Society of X-ray 
Technicians and approved by the American College of Radiology 
and the American Registry of X-ray Technicians. The instruc- 
tion shall be accomplished by lectures, informal discussions, 
demonstrations, supervised practice, text assignments and suit- 
able examinations. 

13. A hospital used for training x-ray technicians shall be 
acceptable to the Council on Medical Education and Hospitals 
of the American Medical Association, or the Bureau of Hospi- 
tals of the American Osteopathic Association. A school shall 
provide sufficient material and opportunity so that each student 
will personally performed during the approved period of 
instruction at least one of each of the following x-ray proce- 
dures: x-ray of the chest, skull, complete spine, pelvis, extremi- 
ties, esophagus, stomach, small intestine, colon (by barium 
enema), intravenous pyelogram, cholecystogram. Students shall 
be familiar with the purpose and method of conducting the 
following examinations: encephalograms, myelograms, cerebral 
and peripheral arteriograms, venograms, ventriculograms, lam- 
inograms, hysterograms, angiocardiograms. 


VI—Policies.— 

14. Excessive student fees or the use of students as substi- 
tutes for paid technologists will be considered grounds for dis- 
approval. 


Vil—Health.— 


... 15,Applicants shall be required to submit evidence of good 
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HOMOGENIZATION makes the difference 


Microphotograph of a HOMAGENET 


The photographs above point out the difference between 
Homagenets and many vitamin products. By means of the 
homogenization process, both oil and water soluble vitamins 
are presented in microscopic particles. Due to the fine particle 
size, there is much greater surface exposure, which permits 
quicker absorption and better utilization. This has been 
clinically proved by Lewis and others.! 


1. Lewis, J.M., et al.: J. Pediatrics, 31:496 


The only homogenized vitamins in solid form 


THE S.E. FMPASSENGILL COMPANY Bristol, Tennessee 
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Here 
are the advantages 
of 
HONIAGERETS The advantages of 
the only HOMAGENETS 


homogenized vitamins e Pleasant, candy-like flavor 


e Better absorbed, better utilized 
in solid form 
e Excess vitamin dosage unnecessary 


e Longer storage in the body 


e No “fishy burp” 


e@ May be chewed, swallowed or dissolved 
in the mouth. 


HOMAGENETS are available in five formulas: 


PEDIATRIC—Children like the orange-flavored, candy-like taste. 


PRENATAL—Contains iron and calcium as a dietary supplement 
during gestation. 


GERIATRIC—A complete formula for the prevention of vitamin- 
mineral deficiencies. 


AORAL— Useful in the treatment of certain types of skin disorders. 


THERAPEUTIC—Particularly indicated during convalescence and 
stress periods. 


*U.S. Pat. 2676136. Other Pat. Pending 


Currently, mailings will be forwarded only at your request. Write for samples and literature. 


THE S.E. FMPASSENGILL COMPANY Bristol, Tennessee - New York - Kansas City - San Francisco 


health, and a report of a medical examination shall be a part 
of a student’s records. This examination shall include an x-ray 
of the chest. 


VIII—Admission to approved list.— 


16. Application for approval of a school for the training 
of x-ray technologists shall be made to the Approving Author- 
ity for Schools of X-ray Technology, State House, Boston, 
Mass. 

17. The Approving Authority shall, upon request of any 
school of X-ray Technology in this commonwealth, inspect said 
school and notify its trustees or other governing body in writ- 
ing if said school is approved by the approving authority for 
the purposes of this section, or if not, what steps said school 
must take in order to gain the approval of the Approving Au- 
thority. 

Any school of x-ray technology desiring to be approved for 
the purposes of this section may file with the Approving Au- 
thority a written request for approval of such school of x-ray 
technology, and thereupon a public hearing shall be seasonably 
granted by the Approving Authority and a written decision 
made by it within twenty days after the termination of such 
hearing. The applicant for such approval shall be notified forth- 
with in writing of such decision and, if such school is not 
approved by the Approving Authority for the purposes of this 
section, it shall forthwith be notified in writing what steps it 
must take in order to gain the approval of the Approving Au- 
thority. A written decision of the Approving Authority refus- 
ing to approve any school shall not become effective until thirty 
days after written notice of such decision is given to the school 
seeking such approval. 

Every such school aggrieved by such refusal shall have 
the right to file a petition in the superior court of Suffolk 
County to revise or reverse the decision of the Approving Au- 
thority. Notice of the entry of such petition shall be given to 
the secretary of the board of registration in medicine and all 
proceedings connected therewith shall be according to rules 
regulating the trial of civil causes without juries. The court 


shall hear the case and finally determine whether or not such 
approval shall be granted or revised. 

Upon the filing of such a petition within the aforesaid 
period of thirty days, then the said decision of the approving 
authority shall not become effective until a final decree affirm- 
ing said decision is entered upon the aforesaid petition. 

18. Approved schools shall notify the Approving Authority 
whenever a change occurs in the directorship of the school. 

19. The Approving Authority may from time to time, but 
not oftener than once a year, inspect each School of X-Ray 
Technology approved under this section and, if, in the opinion 
of said authority such school does not meet the requirements 
necessary for approval, it shall send written notification thereof 
to the trustees or other governing body of such school specify- 
ing therein what steps it must take in order to prevent the 
withdrawal of such approval and a reasonable time within 
which it must take such steps. If such school fails to take such 
steps within the time prescribed, said authority shall give writ- 
ten notice that it will withdraw its approval. A school of X-ray 
Technology objecting to the withdrawal of the approval granted 
to it may file with the Approving Authority, within twenty days 
after such written notice, its written objections thereto; and 
thereupon a public hearing shall be seasonably granted by the 
Approving Authority. As soon as may be, the Approving Au- 
thority shall give a copy of its decision to such school. A writ- 
ten decision of the approving authority withdrawing its ap- 
proval of a school of X-ray Technology shall not become 
effective until thirty days after a copy of such decision is given 
to the school concerned. The provisions of this section applica- 
ble in the case of a refusal of the approving authority to ap- 
prove originally a school shall apply, so far as apt, in the case 
of a withdrawal by the approving authority of approval of a 
school. 

20. Amendments to these qualifications may be made by the 
members of the Approving Authority for Schools of X-ray 
Technology, at any regular meeting. These qualifications shall 
be reviewed and revised when necessary by this Approving Au- 
thority at least every two years from the effective date, Sep- 
tember 22, 1958. 


§ DEPARTMENT OF PUBLIC RELATIONS 


Surgeon General’s Consultant Group 
on Medical Education 


> The Surgeon General’s Consultant Group on Medi- 
cal Education held its first meeting in Washington on 
December 8. The group, composed of twenty-one na- 
tional leaders in medicine, education, and public affairs, 
including Morris Thompson, Sc.D., president, Kirks- 
ville College of Osteopathy and Surgery and president 
of the American Association of Osteopathic Colleges, 
was invited by Dr. Leroy E. Burney, Surgeon General 
of the Public Health Service, to seek answers to the 
question: “How can the Nation be supplied with ade- 
quate numbers of well-qualified physicians over the 
next decade?” 

In his letter of invitation to members of the Group, 
Dr. Burney pointed out that whether there is an abso- 
lute or relative shortage of physicians, the need for 
physicians will increase in the immediate future, and 
the concern of the Public Health Service with this 
problem is shared by the medical and allied professions, 
by leaders in education, and by the public. The needs 
are presented to the Public Health Service by research 
institutions, hospitals, state and local governments, 
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health agencies, and industries. An increasing popu- 
lation, greater use of physicians’ services, and advances 
in medical science indicate a period of increased de- 
mands for medical services in the next decade and 
beyond. There also is evidence that existing medical 
schools, even with some expansion, cannot meet the 
present and potential needs. 

Frank Bane, former executive secretary of the 
Council of State Governments, is chairman of the 
Group. Other members are: 

Ward Darley, M.D., Executive Director, 
Association of American Medical Col- 
leges, Evanston, Illinois 

Edward L, Turner, M.D., Secretary, Council 
on Medical Education and Hospitals, 
American Medical Association, Chicago 
10, Illinois 

Edwin L. Crosby, M.D., Director, American 
Hospital Association, Chicago 10, Illinois 

Miss Marion W. Sheahan, Associate General 
Director, National League for Nursing, 
New York 16, New York 


Harold Hillenbrand, D.D.S., Secretary, 


American Dental Association, Chicago 
11, Illinois 
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Vernon W. Lippard, M.D., Dean, School of 
Medicine, Yale University, New Haven 
11, Connecticut 

Dr. Harold L. Enarson, Executive Director, 
Western Interstate Commission for 
Higher Education, Boulder, Colorado 

John McK. Mitchell, Dean, School of Medi- 
cine, University of Pennsylvania, Phila- 
delphia 4, Pennsylvania 

Isidor S. Ravdin, M.D., Vice President, 
Medical Affairs, University of Pennsyl- 
vania, Philadelphia, Pennsylvania 

Very Rev. Robert J. Slavin, President, Provi- 
dence College, Providence 8, Rhode 
Island 

Emory W. Morris, D.D.S., LL.D., President, 
W. K. Kellogg Foundation, Battle 
Creek, Michigan 

Mr. Douglas E. H. Williams, Executive Sec- 
retary, Dunbar Community Association, 
Inc., Ann Arbor, Michigan 

Morris Thompson, Sc.D., President Kirks- 
ville College of Osteopathy and Surgery, 
Kirksville, Missouri 

Julian P. Price, M.D., Florence, South Caro- 
lina 

Robert C. Anderson, Ph.D., Director, South- 
ern Regional Education Board, Atlanta, 
Georgia 

Fred C. Cole, Ph.D., Academic Vice Presi- 
dent, Tulane University, New Orleans 
18, Louisiana 

Clayton G. Loosli, M.D., Dean, School of 
Medicine, University of Southern Cali- 
fornia, Los Angeles, California 

Charles E. Smith, M.D., Dean, School of 
Public Health, University of California, 
Berkeley 4, California 

Alvin C. Eurich, Vice President, Fund for 
Advanced Education, New York, New 
York 

John G. Searle, President, G. D. Searle & 
Company, Chicago 80, Illinois 


Bills in Congress 


> The 86th Congress convened January 7, 1959. 

H. R. 9—Mr. Simpson of Pennsylvania. To en- 
courage the establishment of voluntary pension plans 
by self-employed individuals. 

H. R. 10—Mr. Keogh of New York. To encour- 
age the establishment of voluntary pension plans by 
self-employed individuals. 

H. R. 12—Mrs. Sullivan of Missouri. Provides 
for $18,500,000 7-year program of Federal scholarship 
and fellowship grants to individuals, and a $2,500,000 
program of grants to public and nonprofit institutions 
of higher education, to encourage and expand the train- 
ing of teachers for the education of exceptional children. 
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H. R. 20—Mr. Auchincloss of New Jersey. To 
require a premarital examination of all applicants for 
marriage licenses in the District of Columbia. 

H. R. 33—Mr. Boggs of Louisiana. To protect 
the public health by regulating the manufacture, com- 
pounding, processing, distribution, and possession of 
habit forming barbiturate and amphetamine drugs. 

H. R. 38—Mr. Boggs of Louisiana. To amend 
the Internal Revenue Code of 1954 to provide a 30 per 
cent credit against the individual income tax for 
amounts paid as tuition or fees to certain public and 
private institutions of higher education. 

H. R. 53—Mrs. Bolton of Ohio. To amend the 
Veterans’ Readjustment Assistance Act of 1952 to 
make the educational benefits provided for therein 
available to all veterans whether or not they serve dur- 
ing a period of war or of armed hostilities. 

H. R. 85—Mr. Coffin of Maine. To amend title 
VI of the Public Health Service Act, to encourage the 
construction of diagnostic or treatment centers in rural 
areas. 

H. R. 98—Mr. Ford of Michigan. To amend the 
Internal Revenue Code of 1954 to provide that certain 
tuition payments be treated as charitable contributions. 

H. R. 107—Mr. Jennings of Virginia. To amend 
title II of the Social Security Act to eliminate the re- 
quirement that an individual must have attained the age 
of fifty in order to become entitled to disability insur- 
ance benefits. 

H. R. 122—Mrs. Kee of West Virginia. To es- 
tablish the Federal Agency for Handicapped. 

H. R. 134—Mr. Keogh of New York. To pro- 
vide a deduction for income tax purposes, in the case 
of a disabled individual, for expenses for transportation 
to and from work; and to provide an additional ex- 
emption for income tax purposes for a taxpayer or 
spouse who is physically or mentally incapable of caring 
for himself. Defines disabled individual as follows: 
“The term ‘disabled individual’ means an individual 
who during the entire taxable year of the taxpayer has 
a permanent loss or permanent loss of use of one or 
more of the extremities. A taxpayer claiming a deduc- 
tion under this subsection shall submit such proof that 
he (or his spouse) is a disabled individual as the Secre- 
tary of the Treasury or his delegate may by regulations 
prescribe. The regulations so prescribed shall include 
the following provisions: (A) Proof of disability shall 
be certified by a physician authorized to do so by any 
county (or equivalent) medical society. (B) The certi- 
fying physician shall specify the nature, cause, and 
physically limiting effects of the disability.” 

H. R. 143—Mr. Keogh of New York. To pro- 
vide deductions for gifts to nonprofit voluntary health 
insurance plans. 

H. R. 141—Mr. Keogh of New York. To amend 
the Internal Revenue Code of 1954 relating to the al- 
lowance of deductions for certain contributions made 
to community chests, funds, or foundations. 

H. R. 167—Mr. Lane of Massachusetts. To en- 
courage the extension and improvement of voluntary 
health prepayment plans or policies. 

H. R. 168—Mr. Lane of Massachusetts. To pro- 
vide a program of grants and scholarships to encourage 
education and training in the field of nursing, and for 
other purposes. 

H. R. 178—Mr. Lane of Massachusetts. To pro- 
vide Federal contributions and authorize payroll de- 
ductions for prepaid health insurance for Federal 
employees and their dependents. Federal Employees 
Health Insurance Act. 
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H. R. 185—Mr. Lane of Massachusetts. To amend 
titles I, IV, X, and XIV of the Social Security Act 
so as to further assist the States in extending aid for 
medical care to persons eligible for public assistance 
under such titles. 

H. R. 208—Mr. Morrison of Louisiana. Federal 
Employees Health Insurance Act of 1959. 

H. R. 237—Mr. Price of Illinois. To amend the 
Internal Revenue Code of 1954 to provide that interest 
on obligations of educational institutions shall be ex- 
empt from income tax. 

H. R. 284—Mr. Thompson of New Jersey. To 
amend the National Defense Education Act of 1958 to 
provide for 20,000 National Defense Scholarships, and 
for other purposes. 

H. R. 294—Mr. Trimble of Arkansas. To allow 
additional income tax exemptions for a taxpayer or a 
spouse, or a dependent child under 23 years of age, 
who is a full-time student at an educational institution 
above the secondary level. 

H. R. 295—Mr. Trimble of Arkansas. To amend 
the Internal Revenue Code of 1954 so as to allow a 
taxpayer to deduct certain expenses incurred by him 
in obtaining a higher education. 

H. R. 314—Mr. Addonizio of New Jersey. To 
provide for the establishment of the Bureau of Older 
Persons within the Department of Health, Education, 
and Welfare; to authorize Federal grants to assist in 
the development and operation of studies and projects 
to help older persons; and for other purposes. 

H. R. 326—Mr. Boggs of Louisiana. To authorize 
the Secretary of Defense to initiate group medical sick 
and accident insurance for retired members of the 
armed services and their dependents, which group 
insurance would authorize hospitalization in any civil 
hospital, or in any Army, Navy, Air Force, or Public 
Health hospital at the option of the insured under rules 
and regulations similar to conditions stipulated in the 
Dependents Medical Care Act of 1956. 

H. R. 327—Mr. Bosch of New York. Individual 
Retirement Act of 1959. 

H. R. 334—Mr. Byrnes of Wisconsin. Same as 
H. R. 33. 

H. R. 356—Mr. Elliott of Alabama. To establish 
a temporary Presidential commission to study and re- 
port on the problems relating to blindness and the 
needs of blind persons, and for other purposes. 

H. R. 401—Mr. O’Brien of New York. To amend 
title IV of the Housing Act of 1950 to authorize loans 
under the college housing loan program for the con- 
struction of science buildings and libraries at educa- 
tional institutions. 

H. R. 412—Mr. Roberts of Alabama. To amend 
title II of the Social Security Act to provide insurance 
thereunder against the cost of hospitalization for in- 
sured aged persons and their dependents and survivors, 
and for insured disabled persons, and for other pur- 
poses. Old-Age, Survivors, and Disability Hospitaliza- 
tion Insurance Act. 

H. R. 423—Mr. Roosevelt of California. To 
amend the public assistance provisions of the Social 
Security Act to eliminate certain inequities and restric- 
tions and permit a more effective distribution of Fed- 
eral funds. 

H. R. 425—Mr, Roosevelt of California. Youth 
Conservation Act of 1959. 

H. R. 490—Mr. Cramer of Florida. Services to 
Senior Citizens Acct. 

H. R. 720—Mr. Bennett of Florida. Provides for 
a United States Armed Forced Medical Academy. 
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H. R. 856—Mr. Multer of New York. Extends 
coverage of Federal Employees Compensation Act to 
include certain persons engaged in Civil Defense. 

H. R. 866—Mr. Multer of New York. Would re- 
quire the Surgeon General of the Public Health Service 
to undertake a special research program on cystic 
fibrosis. 

H. R. 1077—Mr. Williams of Mississippi. A bill 
to strengthen the Commissioned Corps of the Public 
Health Service. 

H. R. 1119—Mr. Fogarty of Rhode Island. To 
provide evaluation of rehabilitation potentials and serv- 
ices to handicapped individuals. 

H. R. 1148—Mr. McDonough of California. 
Amends the Vocational Rehabilitation Act. 

H. R. 1251—Mrs. Green of Oregon. Authorizes a 
5-year program of grants and scholarships for col- 
legiate education in the field of nursing. 

H. R. 1263—Mr. Huddleston of Alabama. To 
establish a Medical Advisory Committee on Alcoholism. 

H. R. 1291—Mr. McDonough of California. Allows 
as deduction from gross income, certain amounts paid 
as life insurance premiums, and liberalizes income tax 
treatment for amounts paid for hospitalization insur- 
_ and amounts paid under voluntary medical care 
plans. 

H. R. 1346—Mr. Schenck of Ohio. Prohibits use 
in commerce of any motor vehicle which discharges 
substances in amounts which are found by the Surgeon 
General of the Public Health Service to be dangerous 
to human health. 

H. R. 1353—Mr. Staggers of West Virginia. Re- 
quests the President to undertake to mobilize out- 
standing experts to discover means of curing and pre- 
venting cancer. 

H. R. 1771—Mr. Ashley of Ohio. Community 
Facilities Act of 1959. Includes nonprofit hospitals. 

H. R. 1875—Mr. Osmers of New Jersey. Provides 
for voluntary coverage under Federal old-age, sur- 
vivors, and disability insurance system of self-employed 
physicians. 

H. R. 1999—Mr. Wright of Texas. Makes insti- 
tutions for the care and treatment of the mentally 
retarded eligible for Hill-Burton grants. 

H. R. 2326—Mr. Dollinger of New York. Federal 
Employees Health Insurance Act. 

H. R. 2347—Mr. Lipscomb of California. Extends 
for 5 additional years the authority of the Surgeon 
General of the Public Health Service with respect to 
air pollution control. 

H. R. 2382—Mr. Ashley of Ohio. To provide in- 
surance against the costs of hospital, nursing home, 
and surgical service for persons eligible for old-age 
and survivors’ insurance benefits. 

H. R. 2385—Mr. Bowles of Connecticut. Amends 
Housing Act to extend and increase program including 
loans to hospitals for intern and student nurse hous- 
ing and to colleges for classrooms, laboratories, and 
facilities. 


H. J. Res. 129—Mr. Fogarty of Rhode Island. To 
establish in the Department of Health, Education, and 
Welfare the National Advisory Council for Interna- 
tional Medical Research, and to establish in the Public 
Health Service the National Institute for International 
Medical Research, in order to help mobilize the efforts 
of medical scientists, research workers, technologists, 
teachers, and members of the health professions gen- 
erally, in the United States and abroad, for assault 
upon disease, disability, and the impairments of man 
and for the improvement of the health of man through 
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international cooperation in research, research training, 
and research planning. 

S. 57—Mr. Sparkman of Alabama (for himself, 
Mr. Fulbright of Arkansas, Mr. Yarborough of Texas, 
Mr. Randolph of West Virginia, Mr. Byrd of West 
Virginia, Mr. Monroney of Oklahoma, Mr. Morse of 
Oregon, Mr. Gruening of Alaska, Mr. Hart of Mich- 
igan, and Messrs. Magnuson and Jackson of Wash- 
ington). Amends Housing Act to extend and increase 
program including loans to hospitals for intern and 
student nurse housing and to colleges for classrooms, 
laboratories, and facilities. 

S. 65—Mr. Capehart of Indiana (for himself, Mr. 
Bush of Connecticut, Mr. Bennett of Utah, and Mr. 
Beall of Maryland). To provide interim authorization 
for home mortgage insurance, urban renewal, and col- 
lege housing, by amendments to National Housing Act. 

S. 94—Mr. Johnston of South Carolina. Federal 
Employees Health Insurance Act of 1959. 

S. 185—Mr. Hill of Alabama. To strengthen the 
Commissioned Corps of the Public Health Service. 

S. 194—Mr. Clark of Pennsylvania (for himself, 
Mr. Kennedy of Massachusetts, Mr. Morse of Oregon, 
Mr. Hart of Michigan, Mr. Javits of New York, Mr. 
Humphrey of Minnesota, Mr. Church of Idaho, Mr. 
Jackson of Washington, Mr. Neuberger of Oregon, 
Mr. Engle of California, Mr. Murray of Montana, and 
Mr. Moss of Utah). Amends Housing Act to authorize 
loans to educational institutions for the construction, 
rehabilitation, alterations, conversion, and improvement 
of classroom buildings and other academic facilities. 

S. 234—Mr. Langer of North Dakota. To provide 


for loans to individuals for the purpose of enabling 
them to obtain a college or university education. 

S. 255—Mr. Magnuson of Washington. Amends 
Public Health Service Act relating to health care of 
maritime workers. 

S. 256—Mr. Magnuson of Washington. Estab- 
lishes Bureau of Older Persons within the Department 
of Health, Education, and Welfare. 

S. 270—Mr. Kuchel of California. Extends edu- 
cational provisions of Veterans Readjustment Assist- 
ance Act of 1952 until such time as existing laws 
authorizing compulsory military service cease to be 
effective. 

S. 277—Mr. Hill of Alabama. Amends Internal 
Revenue Code for additional income exemption for an 
individual who is a student at an institution of higher 
education. 

S. 398—Mr. Langer of North Dakota. Amends 
Public Health Service Act in order to make certain 
clinics eligible for Federal aid to diagnostic or treat- 
ment centers. 

S. 399—Mr. Langer of North Dakota. Establishes 
U. S. Commission on the Aging and Aged. 

S. 400—Mr. Langer of North Dakota. To estab- 
lish the Federal Agency for the Handicapped. 

S. 409—Mr. Langer of North Dakota. To provide 
maternity leave for government employees. 

S. 436—Mr. Gore of Tennessee. Amends Social 
Security Act to eliminate the requirement that an indi- 
vidual must have attained the age of 50 in order to 
become entitled to disability insurance benefits. 

S. 491—Mr. Gore of Tennessee. To provide for 
the establishment of a National Science Academy, a 
program of scientific scholarships, and the encourage- 
ment of the study of mathematics and science by 
assisting the states in providing science education. 

S. J. Res. 1—Mr. Johnston of South Carolina. To 
establish a Commission to study the problem of alco- 
holism. 


1959 Yearbook and Directory 


shows membership gain 


> To know the YEARBOOK AND 


The 1959 edition is now on the 


for several years published as sup- 
plements of the A.O.A. JOURNAL. 
The Drrectory took its present 
form in 1908. Just under 4,000 
D.O.’s were listed in that edition, 
with one out of three as Association 
members. This year the membership 
ratio is three out of every four. 


Directory oF 
SICIANS, published annually by the 
American Osteopathic Association, 
is to gain an over-all view of the 
osteopathic profession. The publi- 
cation is made up of two parts: the 
YEARBOOK outlines the profession’s 
organization and standards, and the 
Directory lists all osteopathic phy- 
sicians. Followed from year to year, 
the whole furnishes a_ record of 
osteopathic progress. 
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press and is expected to be on the 
desks of A.O.A. members on or 
about March 1. Its listing includes 
13,425 osteopathic physicians, an 
increase of 187 over last year. Of 
the total, 10,091 are members of the 
Association, 264 more than last 
year. 

This is the 5lst edition of the 
YEARBOOK AND DrReEcTORY. AIl- 
though membership listings were 
compiled as early as 1901, they were 


As is customary, this edition lists 
A.O.A. members both alphabetically 
and geographically, and non-mem- 
bers geographically. The listing in- 
cludes each doctor’s address, college, 
and year of graduation, and indi- 
cates whether or not he is a member 
of his divisional society. Specialty 
certification is also indicated. 


The YEARBOOK offers a reading 
tour of A.O.A. officialdom: the 
names of A.O.A. officers and trus- 
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tees; department, bureau, and com- 
mittee members ; officers of affiliated 
organizations, specialty boards, state 
and provincial licensing boards, and 
alumni associations ; divisional soci- 
ety presidents and secretaries; and 
osteopathic college officials. The 
YEARBOOK also carries the A.O.A. 
Constitution, By-laws, and Code of 
Ethics. 

Each year brings changes. In this 
edition, the section on educational 
requirements is revised and con- 
densed. The listing of osteopathic 
hospitals has been restyled to com- 
bine in one coded listing hospitals 
that are registered, and those that 
are approved for intern and resi- 
dent training. Inserted in the pages 


of the Code of Ethics is a reprint - 


from THE JourNAL, November 
1958, setting forth the interpretation 
of two sections of Chapter II of 
the Code, “The Duties of Physi- 
cians to Each Other and to the Pro- 
fession at Large.” This statement, 
approved by the A.O.A. Board of 
Trustees last July, has significance 
for every practicing physician. 


The advertising and production 
of the Directory have been the re- 
sponsibility of Business Manager 
Walter A. Suberg, assisted by 
Thomas S. Dominick. Caroline M. 
Wells, who has been supervisor of 
the Membership Department since 
1943, once more brought her skill 
and experience to the preparation 
of the membership listing. The con- 
tent of the YEARBOOK has been the 
responsibility of Ann Conlisk who, 
in June of this year, moved from 
her desk as director of the Christ- 
mas Seal Program back to the Edi- 


torial Department as an assistant 
editor, the position she held in the 
1930’s. At that time, Mrs. Conlisk 
was responsible for the Osteopathic 
Magazine (now HeattH) and THE 
Forum. 

The YEARBOOK AND DIRECTORY 
is supplied to all members of the 
Association as a membership serv- 
ice, and is available to nonmembers 
and other persons and agencies in- 
terested in the osteopathic profes- 
sion. Its price is $10.00 a copy. 


Robert Bennett 
named OPF director 


> Robert Bennett, public relations 
and fund-raising consultant, joined 
the National Headquarters staff on 
February 1 as director of the Os- 
teopathic Progress Fund. He suc- 
ceeds G. Willard King, now execu- 
tive secretary of the Fund for 
Dental Education. Mr. Bennett’s 
selection was made final at the Jan- 
uary meeting of the Osteopathic 
Progress Fund Committee, of which 
A.O.A. trustee Charles L. Naylor, 
Ravenna, Ohio, is chairman. 

The new director brings to his 
post a wide experience in public re- 
lations and fund raising, principally 
in Chicago and Washington, D.C. 
For a number of years, he has been 
executive director of the West 
Towns Hospital Association, with 
headquarters in Oak Park, Illinois. 
Earlier, he was associated with the 
Wells Organization and with the 


Walter A. Suberg, A.O.A. business manager, and Ann Conlisk, assistant editor, discuss pro- 
duction and editorial problems of the 1959 Yearbook and Directory. 
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Robert Bennett 


Muscular Dystrophy Association of 
America. 

Mr. Bennett was born in Maca- 
tawa, Michigan, graduated from 
high school in Rensselaer, Indiana, 
and attended the University of Illi- 
nois. He and Mrs. Bennett live in 
suburban Oak Park. 

In addition to Dr. Naylor, mem- 
bers of the Progress Fund Commit- 
tee include Drs. C. Robert Starks, 
Denver, vice chairman; Earl K. 
Lyons, Elkins, West Virginia; 
Morris Thompson, president of the 
Kirksville College of Osteopathy, 
Kirksville, Missouri; and Mrs. 
Henry McDowell, Newark, Califor- 
nia, chairman of the OPF Commit- 
tee of the Auxiliary to the Ameri- 
can Osteopathic Association. 


P.&P.S. Previews 
and Projects 


> Audio-Visual—The following 
reviews are of films recently re- 
ceived by the audio-visual depart- 
ment from research laboratories, 
hospitals, drug companies, and 
health agencies. They are partic- 
ularly offered to state and district 
chairmen for their late winter and 
early spring meetings. Unless other- 
wise indicated, these films are pro- 
vided by the producers without 
charge other than postage. 


This Is Nursing.—The fact that 
rehabilitation is dependent upon the 
coordination of effort on the part 
of all health workers, rather than 
upon those of a single individual 
is here demonstrated. “What more 
can I do?” asks the staff nurse of 
her supervisor, as she discusses the 
difficulties of leading Mr. Dyke to 
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help himself. The way this nurse 
works out the problem is highlight- 
ed by the events which occur as the 
patient and his wife begin active 
participation in the treatment plan 
laid out for him. A meeting of the 
personnel involved in the care of 
Mr. Dyke illustrates the value of 
pooling information. The satisfac- 
tion that comes to the nurse as she 
grows through this experience of- 
fers a challenge to all nurses. As 
an interpretation of modern meth- 
ods, this film is of value to nurses, 
physicians, medical students and 
educators, as well as to lay groups. 
1958. 16 mm., sound, color, 30 
minutes. Sales price $250, rental 
$7.50. Educational Film Sales 
Dept., University Extension, Uni- 
versity of California, Los An- 
geles 24. 


Surgical Repairs of Facial Lac- 
erations for Optimum Cosmetic Re- 
sults.—This is a detailed description 
of repair technics designed to se- 
cure optimum cosmetic results for 
facial lacerations received in auto- 
mobile accidents. It illustrates the 
use of instruments, sutures, and lo- 
cal anesthesia for debridement and 
subcutaneous and cutaneous clo- 
sures. Three cases are described 
fully, and others are shown briefly. 
1957. 16 mm., sound, color, 20 min- 
utes. Procurable from Paul F. Mac- 
Leod, M.D., Medical Director, Ea- 
ton Laboratories, Norwich, New 
York. 


Stress and the Adaptation Syn- 
drome.—This film presents the con- 
cept of stress as developed by Dr. 
Hans Selye. He recapitulates the 
original experiments and their in- 
terpretation which in 1936 led to 
the recognition of nonspecific bio- 
logic stress. 

The stages of the general adap- 
tation syndrome are demonstrated 
by subjecting a rat to prolonged, 
severe cold and studying its prog- 
ress through the three stages of 
alarm reaction, resistance, and ex- 
haustion. Animation illustrates 
what is known about the endocrine 
mechanism of stress. 

The film concludes: “Although 
many of these investigations have 
already found application in clinical 
medicine, much still remains to be 
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done. . . . Only the future can tell 
to what extent this new concept, 
emphasizing the non-specific side of 
disease and the role of hormones 
in it, will in fact help the medical 
profession in its efforts to prevent 
and cure illness.” November 1956. 
16 mm., color, sound, 35 minutes. 
Film Library, Pfizer Laboratories, 
630 Flushing Ave., Brooklyn 6. 


Explorations in Laboratory Ani- 
mal Care.—The primary purpose of 
this film is to stress the importance 
of the role of the animal technician 
in biologic and medical research. 
It demonstrates some fundamental 
problems and responsibilities of the 
technician in maintaining environ- 
mental stability in animal colonies. 
While the film is of primary in- 
terest to: laboratories and _ institu- 
tions having laboratory animals for 
study and research, it contains in- 
formation of interest to second- 
ary science, biology, and zoology 
classes. 1958. 16 mm., color, sound, 
22 minutes. Sales price: $195, 
rental: $6. Educational Film Sales 
Dept., University Extension, Uni- 
versity of California, Los An- 
geles 24. 


Drug Addiction, a Medical Haz- 
ard.—This film deals with drug ad- 
diction, which, to medical person- 
nel, is as much an_ occupational 
hazard as accidents are to various 
other occupations. The picture was 
prepared particularly for showing 
to medical students and interns. It 
stresses the danger of mishandled 
opiates synthetic narcotics. 
Based on the adage “forewarned is 
forearmed,” this educational film, 
which follows a once successful 
physician on the course to drug ad- 
diction, should have a salutary ef- 
fect. 1955. 16 mm., color, sound, 
27 minutes. Winthrop Laboratories, 
Motion Picture Division, 1450 
Broadway, New York 18, New 
York. 


Excision and Split Skin Graft- 
ing, Extensive Pigmented Nevus of 
Right Upper Extremity.—The com- 
plete removal of an extensive hairy 
nevus from the arm, the cutting 
and application of skin grafts, and 
the technic of controlling postopera- 
tive edema are here pictured. The 
film also shows cosmetic results 
after 14 months. 1956. 16 mm., 
color, sound, 20 minutes. Paul F. 
MacLeod, M.D., Medical Director, 
Eaton Laboratories, Norwich, New 
York. 


The Heart: Electrokymography, 
Venous Catheterization and Angio- 
cardiography.—A motion picture 
consisting of three sections: (1) 
Roentgen kymography and electro- 
kymography with a demonstration 
of equipment and technics; (2) 
general information concerning ve- 
nous catheterization; and (3) the 
technic of angiocardiography. Also 
presented is a case of congenital 
heart disease, with roentgenograms 
and other information obtained 
through these procedures. 16 mm., 
sound, color, 29 minutes. 1957. 
Medical Service Department, G. D. 
Searle and Company, P.O. Box 
5110, Chicago 80, Illinois. 


Operative Cholangiography.— 
Demonstrated in this film is the 
procedure for x-ray visualization of 
the biliary tract by the instillation 
of Diodrast, 35 per cent solution, 
at the time of and following sur- 
gery. Equipment and technics are 
demonstrated. Several cases with 
stones in the ductal system are 
shown and postoperative cholangi- 
ography, through a T tube, is dem- 
onstrated. Stress is laid upon 
sources of error in interpreting di- 
rect cholangiograms, and examples 
of preoperative gallbladder and 
duct visualization with Telepaque 
are also shown. 16 mm., sound, 
color, 20 minutes. Division of Mo- 
tion Pictures, Winthrop Laborato- 
ries, 1450 Broadway, New York 18. 


Therapy Influencing the Auto- 
nomic Nervous System.—This is a 
review of the anatomy and physi- 
ology of the autonomic nervous 
system and the essential pharmacol- 
ogy of representative drugs which 
act upon it. The narration pro- 
vides factual and current concepts 
of the function of the autonomic 
nervous system, particularly in re- 
lation to certain disease conditions. 
1955. 16 mm., color, sound, 19 min- 
utes. G. D. Searle and Company, 
P.O. Box 5110, Chicago 80. 


Arterial Insufficiency of the Ex- 
tremities—Here the phenomenon 
of impaired blood flow is strikingly 
portrayed by an impressive array 
of physiologic experiments. Periph- 
eral vascular conditions such as 
Buerger’s disease, Raynaud’s dis- 
ease, and gangrene of the limbs are 
gone into. The role of warmth as 
a supplemental aid in therapy is in- 
vestigated. 1954. Charge. Medical 
Film Guild, Ltd., 506 West 57th 
Street, New York 19. 
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Prolonged pregnancy syndrome 


> COMPARED WITH deliveries at or just before term, 
there is in prolonged pregnancy an increase in perinatal 
mortality, incidence of fetal distress, and incidence of 
difficult labor, says James Walker, M.D., in the Decem- 
ber 1958 issue of the American Journal of Obstetrics 
and Gynecology. In the author’s cases the main increase 
in perinatal mortality was in deaths from clinically un- 
explained anoxia. There was also a higher incidence of 
death from anoxia in association with difficult labor, 
which was an uncommon finding in deliveries before 
the 280th day. The extra risk to the baby is greater in 
primigravidas as against multigravidas, older primi- 
gravidas (over 30), primigravidas with some associated 
antenatal abnormality of the pregnancy (hypertension, 
pre-eclampsia, or previous threatened abortion). In 
certain clinical groups a real risk appears for the babies 
of multigravidas: those with history of stillbirth in the 
.mmediately preceding pregnancy, since the oxygen 
supply is impaired; false labor at or just after term; 
antenatal abnormality as previously discussed; and 
dystocia due to the shoulders. Where primigravidas 
over 25 years of age have been studied as a group, 
there is a definite fall in the mean saturation of the 
blood in the umbilical vein to about 40 per cent after 
the forty-first week and some, at least, of the babies 
would be at serious risk of death from anoxia and 
would be less able to withstand difficult labor. If the 
pregnancy is complicated, as by pre-eclampsia, then the 
risks are increased and become real in the young primi- 
gravida and in the multigravida, and could be severe 
in the older primigravidas. In recent years labors com- 
plicated by uterine dysfunction and mechanical difficul- 
ty have been terminated much sooner and often before 
fetal distress is manifest, so that more than half the 
babies previously lost as part of the prolonged preg- 
nancy syndrome are now automatically saved. The re- 
maining problem of the “unexplained” deaths from 
anoxia can be solved only if labor and delivery can be 
achieved at a period of gestation when the oxygen sup- 
ply to the individual baby is still good. Indications, 
methods, and results of induction of labor in prolonged 
pregnancy are discussed in detail. 


The vertebral pedicle sign 


P A ROENTGEN FINDING to differentiate metastatic car- 
cinoma from multiple myeloma is described by Harold 
G. Jacobson, M.D., Maxwell H. Poppel, M.D., Jerome 
H. Shapiro, M.D., and Samuel Grossberger, M.D., in 
the November 1958 issue of The American Journal of 
Roentgenology, Radium Therapy and Nuclear Medi- 
cine. To determine the frequency of relatively early 
pedicle involvement in the lytic type of metastatic car- 
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cinoma and the preservation of the pedicles in multiple 
myeloma until late in the disease, roentgenograms of 
the dorsal or lumbar spine were studied in 54 cases of 
proved multiple myeloma and in 74 cases of skeletal 
carcinoma from various sites. In the 54 myeloma cases, 
one or two pedicles were involved in 8 instances (14.8 
per cent). In the 74 cases of carcinomatous metastases 
involving the spine, one or more pedicles were involved 
in 70 patients (94.6 per cent). In the 8 cases of pedicle 
invasion in the myeloma series, only 1 pedicle was com- 
promised in 5 patients, and in 7 of the 8 cases, the 
amount of pedicular involvement in the roentgenogram 
was slight. In the 70 cases of pedicular involvement in 
the group with metastases, multiple sites of pedicular 
invasion were frequently seen. The reason for the dif- 
ferential pedicular involvement in the two entities may 
reflect the relative paucity of red marrow in the pedi- 
cles as compared with much of the rest of the vertebrae. 
Multiple myeloma is a disease of the marrow in situ, 
with destruction occurring locally and by contiguous 
extension and pressure. Metastatic carcinoma involving 
the skeleton (and particularly the spine) is due to em- 
bolization of tumor cells. The reason for early tumor 
embolization to the spinal pedicles remains obscure. 


Evaluation and management 
of some minor injuries of the eye 


> ir Is ESTIMATED that 70 persons become blind every 
day of the year, says Kenneth L. Roper, M.D., in the 
December 1958 issue of Postgraduate Medicine. A 
large proportion of blindness results from eye injury ; 
general practitioners and house staff physicians, rather 
than ophthalmologists, are most often asked to render 
the original treatment. For medicolegal reasons a con- 
cise but detailed history is important, with recording of 
all pertinent findings, including vision of both eyes with 
and without glasses. Besides determining visual acuity, 
the physician should find out if the lesion is superficial 
or penetrating, if the damage is such as to interfere 
with vision, and if complications are likely. In patients 
with a “red eye,” glaucoma should be considered as 
well as conjunctivitis and iritis. If the pupils are not 
equal, the patient may have glaucoma. The use of 
atropine in the eyes should be left to the discretion of 
the ophthalmologist. Removal of a foreign body re- 
quires more skill than is generally realized. Whenever 
possible, all corneal foreign bodies should be lifted off 
in a single maneuver with a blunt spud and with surgi- 
cal cleanliness. Primary abrasions of the cornea or 
those caused by the physician in removing a foreign 
hody must be treated by pressure bandage. In chemical 
burns of the eye, no effort should be made to secure 
specific neutralizing solutions, but prompt and _ pro- 
longed irrigation with water should be instituted. In 
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wounds of the eyelids, as often occur in automobile 
accidents, sterile saline solution should be used for irri- 
gation, all foreign material removed, and tags of skin 
carefully saved. Repair of lacerations of lid borders, 
lacrimal drainage system, and levator muscle should be 
left to the ophthalmologist. Indiscriminate use of anti- 
biotics and sulfonamides about the eyes should be 
avoided. When feasible in infections the organism 
should be cultured and its sensitivity to antibiotics de- 
termined. Unless sensitivity findings give a contrary 
indication, local use of antibiotics should be restricted 
to those that do not have widespread use systemically 
and which only rarely produce reactions. Neomycin 
has been found valuable for local use. Local analgesics 
should be used sparingly because of their tendency to 
inhibit epithelialization, 


Pneumococcal endocarditis 


> IN THE December 1958 issue of the American Heart 
Journal, J. M. Reugsegger, M.D., states that pneumo- 
coccal endocarditis remains a complication of very se- 
rious import. It has been reported among all age 
groups, with the median incidence in the fifth decade. 
Neither sex nor race seems to have a predisposing in- 
fluence on its occurrence. While it may follow any pri- 
mary pneumococcal infection, the overwhelming ma- 
jority of the reported cases followed pneumococcal 
pneumonia, usually of the classical lobar type. Since 
pneumococcal endocarditis may occur in patients with 
previously undamaged valves, every pneumococcal in- 
fection should be treated vigorously and early, with the 
aim of preventing endocardial complications. A diag- 
nosis of pneumococcal endocarditis should be suspected 
in any pneumococcal infection associated with persist- 
ent or recurring pneumococcemia. The occurrence of 
embolic phenomena or meningitis in such infections 
should add to the suspicion and demand careful ex- 
amination of the heart. The appearance of a systolic 
murmur or the roughening of a pre-existing systolic 
murmur in a patient with pneumococcemia should be 
regarded as presumptive evidence of endocarditis. A 
diastolic murmur, especially over the aortic valvular 
area, appearing in the course of pneumococcemic dis- 
ease is almost positive proof of endocarditis due to the 
pneumococcus. The therapy of pneumococcal endo- 
carditis is unsatisfactory and disappointing, but these 
patients should be given the benefit of large parenteral 
doses of penicillin for extended periods after the sub- 
sidence of fever and the sterilization of the blood 
stream as judged by frequent blood cultures. 


Whiplash injury 


> THE NEUROPHYSIOLOGIC basis for the pain in whip- 
lash injuries and the methods used for rehabilitation 
are described by Emil Seletz, M.D., in the November 
29, 1958, issue of The Journal of the American Medi- 
cal Association. The collision of automobiles often re- 
sults in either acute flexion or severe hyperextension of 
the passenger’s neck, depending on the direction of 
impact. Direct trauma results to the spinal accessory 
nerve and to the roots of the cervical nerves, but in 
addition there are vasomotor disturbances resulting in- 
directly from damage to the vertebral arteries and to 
nerve fibers that accompany these arteries in their 
course through the foramina transversaria. The result 
is a varied syndrome of neurologic and neurovascular 
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troubles. Since roentgenograms usually display no bony 
injury, many of these patients are thought to have 


_functional disorders and eventually go to psychiatrists. 


Treatment should consist of local heat in the form 
of hot wet packs and cervical traction followed by very 
gentle massage and manual rotation. When radicular 
pain is severe, occasionally a local anesthetic should be 
injected into the most painful area, usually at the point 
of attachment of the trapezius muscle to the base of 
the skull and including the adjacent region where the 
great occipital nerve reaches the subcutaneous tissue. 
The importance of a carefully planned scheme of treat- 
ment must be emphasized to the patient, and usually 
treatments must be religiously carried out daily for the 
first 2 or 3 weeks, and then about three times weekly. 
Delay or faulty treatment leads to adhesions about the 
facets and scarring about the capsular ligaments, per- 
sistent spasm, congestive lymphedema, and fibrosis of 
muscles, swelling, and eventual adhesions of nerves 
within the nerve root canals. Traction serves to relieve 
muscle spasm, immobilize the spine, straighten the cer- 
vical spine, and enlarge the intervertebral foramina. 
It is especially important in helping to relieve obstruc- 
tion to the course of the vertebral arteries. 


The diagnostic value 
of punch biopsy 
of the knee synovium 


> THE UsE OF the Polley-Bickel instrument for punch 
biopsy is described by W. M. Mikkelsen, M.D., I. F. 
Duff, M.D., C. W. Castor, M.D., H. A. Zevely, M.D., 
and A. J. French, M.D., in the December 1958 issue of 
the 4.M.A. Archives of Internal Medicine. The instru- 
ment is a hollow, stainless steel tube with a trocar point 
and a hooked opening on the dorsal surface near the 
trocar tip. A hollow tubular knife fits inside the outer 
tube and is used to sever specimens, which are manipu- 
lated into the opening on the dorsum of the outer tube. 
The knee joint is approached laterally or medially 
through the suprapatellar pouch. About four specimens 
are obtained from different areas of the synovial space. 
The technic was used in 190 patients on 207 occasions. 
Punch biopsy was considered of definite diagnostic aid 
in 77 cases (40 per cent of 190 patients). In 99 cases 
(53 per cent) synovial changes were absent, too slight, 
or too nonspecific to suggest a definite diagnosis. In 
only 4 cases was an incorrect diagnosis suggested by 
the procedure. An important limitation of the technic 
is that it is a blind procedure. Consequently, the gross 
findings that direct inspection might yield are not avail- 
able and selection of biopsy sites is a matter of chance. 
The latter fact is important in view of the demonstra- 
tion of wide variations in appearance of the synovium 
from one area of the joint to another in rheumatic dis- 
eases. In this study the only pathognomonic change en- 
countered was the presence of urate deposits in 8 of 23 
cases of gout (35 per cent). In the majority of cases 
of rheumatoid arthritis, findings, in the absence of spe- 
cific features pointing to some other diagnosis, were 
considered highly suggestive of the disease, although 
not diagnostic of rheumatoid arthritis. Similar and in- 
distinguishable changes were observed in most of the 
diseases considered to be possible variants of rheuma- 
toid arthritis. Biopsy was usually helpful in differen- 
tiating rheumatoid arthritis from specific infectious 
arthritis, osteoarthritis, and gout. The other “connec- 
tive tissue diseases’ commonly showed similar and 
often milder and nonspecific synovial alterations. 
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Life expectancy 
after fracture of the hip 


> A stubY OF ALL patients with fresh hip fractures 
admitted to the Hospital of the University of Pennsyl- 
vania from 1946 to 1952 inclusive is presented by Wil- 
liam T. Fitts, Jr., M.D., Herndon B. Lehr, M.D., Stan- 
ley Schor, Ph.D., and Brooke Roberts, M.D., in the 
January 1959 issue of Surgery, Gynecology and Ob- 
stetrics. On the 108 patients, with 109 fractures, fol- 
low-up data were collected until death or for a mini- 
mum of 4 years after fracture. Immediate treatment 
consisted of blood transfusion for shock and routine 
application of Buck’s extension traction. Antibiotic 
therapy was begun immediately. All but 12 of the 109 
fractures were treated by internal fixation. Operation 
was usually done the morning of the day after ad- 
mission. After 1949 all patients received heparin in a 
dosage aimed toward keeping clotting time (Lee-White) 
between 20 and 30 minutes. Patients were helped into 
a chair every day, beginning the day after operation. 
‘ew patients with intracapsular fractures were allowed 
to bear weight before 6 months. 

The hospital mortality of patients with hip frac- 
tures is a poor measure of the results of treatment. The 
mortality before weight bearing (or within 6 months 
of fracture) is a truer criterion for testing different 
methods of treatment and comparing results of differ- 
ent clinics. In this study, only 6.5 per cent of patients 
died in the hospital but 26 per cent died before weight 
bearing (and 24 per cent within 6 months of injury). 
Comparison with the life expectancy of a group from 
the middle Atlantic states life tables similar to these 
patients in age, sex, and race showed that after the first 
6 months the life expectancy of the fracture patients 
was not appreciably less than that of the general popu- 
lation, which is about 11 years. Thus if patients with 
fracture of the hip can be supported through the first 6 
months they should live for several years. Although 
the weak members of the fracture sample would tend 
to die in the first 6 months, 70 per cent of the patients 
in this study lived for 6 months. Every effort should 
be made to sustain these patients to the maximum. 
Heparin for prophylaxis of pulmonary embolism, 
whole blood liberally before and during operation (es- 
pecially in patients with trochanteric fractures), and 
antibiotics for prophylaxis of pulmonary and wound 
infections are all helpful. The authors question the ad- 
visability of using a “second best method,” such as the 
prosthetic femoral head, in all patients with femoral 
neck fractures, especially in those who are in relatively 
good condition. The general condition may be a better 
criterion for or against use of the prosthetic head than 
an arbitrary age such as 75 years. 


Isolation stress in medical 
and mental illness 


P accorDING To Eugene Ziskind, M.D., in the No- 
vember 15, 1958, issue of The Journal of the American 
Medical Association, improvements in medical and pro- 
phylactic measures based on avoidance of isolation 
stress should now be made. It has long been known 
that prolonged isolation or deprivation of sensory stim- 
uli can produce such mental abnormalities as hallucina- 
tions, anxiety states, depression, and paranoid symp- 
toms. Such phenomena have been observed in patients 
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kept in the dark after cataract operations, in persons 
with severe hearing impairment, in poliomyelitic pa- 
tients confined to respirators, and in prisoners kept in 
solitary confinement. A question arises as to whether 
such effects are caused by seclusion or by alteration of 
sensory stimuli. In the case of the cataract patient, 
most postoperative psychoses clear up quickly once the 
normal eye is uncovered. Other evidence of sensory 
deprivation contributing to isolation pathology is found 
in the paranoid psychoses of the hard of hearing. High- 
ly suggestive evidence of isolation as a stress, exclusive 
of special sensory restriction, are the psychoses of soli- 
tary confinement and of language-isolated refugees. 
Isolation stress may be caused by interference with 
mediation of sensory functions via the ascending retic- 
ular system, but such evidence is at present only sug- 
gestive. 

In an effort to measure the degree of stress, the 
author is studying the plasma 17-hydroxycorticos- 
terone and catecholamines before, during, and after 
stress. Although there is need for more investigation 
in the field, several general therapeutic and preventive 
suggestions are warranted. Preference for two or more 
patients in a room, early ambulation for bed patients, 
activity programs in hospitals, frequent visitors, avoid- 
ing or minimizing hospitalization for the very old and 
very young, and plenty of light even during the night 
might all be helpful in combating isolation tendencies. 
On the preventive side, the isolating dangers of preg- 
nancy and the infant-rearing period, of occupational 
retirement, of the involutional period, and of old age 
and infirmity call for intervention. 


Staphylococcal diarrhea 


P THE OCCURRENCE OF 8 cases of staphylococcal diar- 
rhea in one hospital in 4 months is described by C. U. 
Webster, M.B., in the November 15, 1958, issue of 
The Lancet. The 8 cases appeared sporadically in 6 
different surgical units. Experience suggested that cases 
could be missed clinically and at necropsy because of 
inadequate bacteriologic examination of bowel secre- 
tions, feces, or rectal swabs. Of the 8 cases, 7 arose 
in the postoperative period, while the eighth followed 
a severe epistaxis treated by transfusion and postnasal 
pack. All 8 received antibiotics, either a combination 
of penicillin and streptomycin or a tetracycline. The 
5 patients who died had, besides severe diarrhea, high 
fever, hypotension of sudden onset, high pulse rate, 
restlessness, and mental confusion. Three of the fatali- 
ties were in good risk cases who had given little anx- 
iety. In 2 of the survivors, symptoms, which were 
milder, began when some additions had been made to 
the postoperative diet and a nasal tube had been dis- 
pensed with. There was little constitutional upset, and 
the only treatment required was to stop use of the 
antibiotic. The third patient survived only after massive 
transfusion and a course of erythromycin. 

This experience indicates that staphylococcal diar- 
rhea is common in surgical wards and can occur with- 
out a frank epidemic. It is characterized by a grossly 
abnormal fecal flora with enormous numbers of staphy- 
lococci and pus cells and the virtual elimination of 
gram-negative bacilli and other organisms on direct 
film. After operation, a sharp rise in temperature, a 
tympanitic abdomen, a temporary increase in bowel 
sounds, and diarrhea form a tetrad of clinical signs 
that strongly suggest staphylococcal diarrhea. It seems 
likely that after operation the adynamic., dilated bowel, 
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the restricted diet, and the presence of antibiotics cause 
conditions peculiarly suitable for colonization of re- 
sistant environmental staphylococci. The resulting 
mucosal lesion, which in some respects is analogous to 
a partial thickness burn, leads to failure of resorption 
of the alimentary secretions, and also, probably, to the 
loss of large amounts of plasma-like fluid from the 
extracellular space. Treatment for an established case 
consists of discontinuance of therapy with the anti- 
biotic in use, vigorous fluid replacement, and use of an 
appropriate antibiotic to combat the staphylococcal 
infection. Prevention depends largely on the correct 
and critical use of antibiotics, which should be given 
only on specific indications for established infections, 
and which have only limited value in prophylaxis. 


Rupture of the spleen in 
newborn infants 


P THE SURVIVAL OF 3 newborn infants after surgery 
for hemoperitoneum caused by rupture of the spleen 
is reported by William K. Sieber, M.D., and Bertram 
R. Girdany, M.D., in the November 27, 1958, issue of 
The New England Journal of Medicine. Signs of blood 
loss associated with abdominal distention in the new- 
born infant indicate hemoperitoneum. Intra-abdominal 
cysts and ascites are not associated with blood loss. 
Rupture of a hollow viscus causes free intraperitoneal 
air. X-ray examination of the abdomen gives signs of 
free intraperitoneal liquid, without pneumoperitoneum. 
Recorded experience suggests that the spleen is less 
likely than the liver to cause massive intraperitoneal 
hemorrhage in the infant. Identification of the liver or 
spleen as the source of the hemorrhage is not possible 
before surgery. Recovery after hemoperitoneum from 
rupture of the liver has been recorded in the literature, 
but there are no previous reports of recovery after 
hemoperitoneum caused by rupture of the spleen. The 
mechanism of splenic laceration in the 3 cases de- 
scribed is unexplained. The infants were of normal 
size, and delivery had been uneventful. The spleens 
were not enlarged. In one case an underlying clotting 
defect may have caused the bleeding. 


Sarcoidosis 


P SARCOIDOSIS CAN no longer be regarded as a rare 
disease, according to Harold L. Israel, M.D., and 
Maurice Sones, M.D., in the November 1958 issue of 
the 4.M.A. Archives of Internal Medicine. Although 
Negroes predominate in many studies of the disease, 
it should be noted that there were only 9 Negroes 
among 194 cases observed at the Mayo Clinic. There 
appears to be a higher prevalence of the disease among 
females. The manifestations are often insidious, and 
the disease is often discovered by mass x-ray surveys. 


The commonest symptoms were weight loss and 
fatigue, which may be caused by the hepatic involve- 
ment that is so common. Next in frequency are respi- 
ratory symptoms, such as cough, dyspnea, and chest 
pain. Hepatomegaly and splenomegaly are, aside from 
the ocular and cutaneous changes, the most frequent 
signs. Hyperglobulinemia is one of the commonest 
abnormalities observed in sarcoidosis. Two-thirds of 
patients with sarcoidosis fail to react to conventional 
second strength doses of tuberculin, X-ray evidence of 
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pulmonary or tracheobronchial lymph node involve- 
ment is seen in 95 per cent of patients, and respiratory 
insufficiency caused by progressive pulmonary damage 
is the commonest cause of death in this disease. The 
frequency and severity of the pulmonary changes have 
been interpreted as evidence that snnteiitedio is pri- 
marily a respiratory infection, but it has been pointed 
out that mediastinal lymph node enlargement precedes 
the pulmonary infiltration. Involvement of the myo- 
cardium is not uncommon, usually occurring in the 
severe generalized forms of the disease. The common- 
est manifestation of myocardial sarcoidosis is conges- 
tive failure. Sarcoidosis may involve the nervous sys- 
tem (seventh cranial nerve paresis), the musculoskel- 
etal system (arthralgia and myalgia), the bones, the 
skin, and the endocrine system (pituitary). Hypercal- 
cemia occurs in about 15 per cent of patients and must 
be recognized and corrected. 

A distinction should be made between the sarcoid 
reaction, which is a histologic diagnosis, and sarcoi- 
dosis, which is a clinical diagnosis not to be made by 
the pathologist. Diagnosis of sarcoidosis requires, be- 
sides demonstration of consistent histologic changes, 
clinical, laboratory, and radiologic evidence, as well as 
exclusion of the diseases that simulate it. 

Corticosteroid therapy is indicated in many cases 
and can be safely given to patients whose diagnosis is 
supported by careful clinical and laboratory study. 


The clinical significance 
of epileptic seizures 


> IN THE First of five papers on epilepsy appearing 
in the October 1, 1958, issue of the Proceedings of the 
Staff Meetings of the Mayo Clinic, Donald W. Mulder, 
M.D., defines an epileptic seizure as a brief stereo- 
typed cerebral storm inappropriate to the immediate 
situation and followed by transient impairment of 
cerebral activity. To study epilepsy in regard to diag- 
nostic tests, social adjustment of the patient, and classi- 
fication, 1,284 case records of consecutive epileptic 
patients seen at Mayo Clinic in 1954 were reviewed. 
It was found that the most significant factor in adjust- 
ment was the age at onset of seizures. Proper classifi- 
cation of these disorders is essential to management. 


Petit. and grand mal seizures are discussed by 
Robert E. Yoss, M.D., on the basis of the material 
mentioned above. There were 30 patients who had 
typical electroencephalographic features of petit mal. 
The large majority of these seizures began in the first 
decade of life. Seizures occurred for less than 1 year 
up to 33 years. In the 68 patients with both petit and 
grand mal attacks, again the attacks usually occurred 
in the first decade of life. Seizures occurred for less 
than 1 year to as long as 37 years. Attacks were fre- 
quent in only half of the patients, and social adjust- 
ment was average to superior in 80 per cent. As in 
those with petit mal only, the cause of seizures was 
obscure. In the group of 458 with generalized seizures 
alone, males outnumbered females in the ratio of 3 to 2. 
Age of onset ranged from 1 to 83 years. Seizures of 
slightly more than half of the patients began in the 
first two decades of life. More than 90 per cent of the 
patients had infrequent attacks. It was found that 
family history of seizures was of little benefit in classi- 
fying or determining the cause of seizures. 

In discussing focal seizures, David D. Daly, M.D., 
says that such seizures are more commonly associated 
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with demonstrable local brain disease than are gen- 
eralized convulsions. Patients with seizures first occur- 
ring in adult life are likely to have brain tumors, and 
onset before age 20 is rarely the result of a tumor. 
Atrophic lesions occur with more frequency over the 
years, although there is a slight tendency to concentra- 
tion in the first decade of life and the senium. Focal 
abnormalities in the electroencephalogram are com- 
monly associated with focal brain disease. 

Atrophic lesions of the brain, febrile states, and 
metabolic disorders are considered in their etiologic 
relation to epilepsy by Joseph G. Rushton, M.D. Of 
the total group of 1,284 epileptic patients, 234 were 
classified by clinic inference, not by necropsy material, 
as having atrophic brain lesions. There was a group of 
25 males and 14 females in whom convulsions first 
occurred in association with fever. In 14 patients the 
initial convulsion was followed at varying intervals by 
other seizures. Three patients had seizures associated 
with metabolic disease. In one these were due to hypo- 
calcemia, one had hypoglycemosis, and one had AI- 
bright’s syndrome, which was probably a coincidence. 

In discussing mass intracranial lesions in relation 
to epilepsy, Henry W. Dodge, Jr., M.D., says that 
existence of such a mass, practically alone of the causes 
of epileptiform seizures, demands surgical intervention. 
Space-occupying lesions were associated with seizures 
in 11 per cent of the 1,284 patients studied. Of patients 
with grand mal as the primary type of seizure, 7 per 
cent had brain tumors, whereas in the group who had 
splanchnopsychic (temporal lobe) or other focal sei- 
zures the incidence of tumor was about 17 per cent. 
Among patients whose primary seizures were petit mal, 
no brain tumors were encountered. 


Back pain caused by conditions 
other than intervertebral 
disk injury 


> iN THE November 1958 issue of The Medical 
Clinics of North America, Edwin French Cave, M.D., 
says that the commonest cause of back pain is that due 
to postural defects, which increase the curves of the 
spine and thus render the cervicodorsal, dorsolumbar, 
and lumbosacral areas more susceptible to strain. In 
these cases a definite regimen of rest and exercise and 
a change in living habits is advised. Postural exercises 
are described. Acute back strain often seen in sports- 
men and workmen is characterized by inability to move 
with comfort, marked muscle spasm, a list, and essen- 
tial immobility of the spine. Management should con- 
sist of complete bed rest on a firm surface, proper 
medication, and local application of heat. Since many 
of these cases involve workmen’s compensation, the 
physician should make an effort to gain the confidence 
and cooperation of the patient. Carefully supervised 
and consistently carried out exercises are an essential 
part of treatment. The one important anatomic varia- 
tion that may cause back pain without superimposed 
acute strain is spondylolisthesis. This may actually 
allow displacement forward of one vertebra on another. 
Symptoms may be controlled by proper exercises and 
proper use of the back in bending and lifting. The 
common fractures involving the spine are compression 
fracture of the vertebral body and fractures of the 
transverse processes of the lumbar vertebrae, of the 
spinous process, and of the pedicles. Osteoporosis is a 
very common finding, particularly in the older female. 
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Although the condition may last for years without 
symptoms, minor trauma may precipitate collapse of 
vertebral bodies. Treatment consists of administration 
of hormones, local support for the back, exercises to 
maintain muscle tone, and improvement of general 
activity. Metastasis from carcinoma of the prostate or 
breast is a common cause of low back pain. Other not 
uncommon diseases causing backache are multiple 
myeloma, chordoma, hemangioma, and giant-cell tumor. 
Back pain due to intra-abdominal or intrathoracic dis- 
eases must always be kept in mind when the cause of 
this symptom is not clear. The physician should also 
consider the possibility of a functional (psychogenic) 
cause, and even if disease or mechanical factors are 
responsible for the major complaint, the functional 
aspect must never be neglected as a possible factor in 
prolongation of symptoms. 


Overeating and vascular degeneration: 
excesses causing insufficiencies 


> AaccoRDING To Chester Solez, M.D., in the Decem- 
ber 1958 issue of the Journal of the American Geri- 
atrics Society, overeating is one of a wide variety of 
factors involved in producing arteriosclerosis. Over- 
eating is especially important since it is controllable. 
Overeating may overwhelm the body machinery used 
in biosynthesis and lead to inferior quality of the tissue 
produced. Blood vessel walls may suffer, with resultant 
premature vascular degeneration. If the dietary over- 
indulgence consists of “empty calories,” even worse 
tissue is formed. Enzyme systems and other “facili- 
tators” are necessary for normal anabolism. Probably 
some persons genetically have a marginal supply of 
these, which may be turned into a significant deficiency 
by overeating. Hypercholesterolemia and gout may 
result from genetically determined enzyme deficiencies 
that are aggravated by overeating. These conditions 
seem to be associated with vascular degeneration. In- 
sulin, a very important anabolic “facilitator,” may be 
exhausted by excess food intake in some persons. In- 
sulin deficiency may lead to tissue deterioration, vas- 
cular degeneration, and diabetes. Protein anabolism is 
also defective in Cushing’s syndrome, because of an 
excess of protein-antianabolic hormone from the adre- 
nal cortex. Wasting of protein tissue in vessel walls 
is followed by vascular degeneration. Decreasing pro- 
tein anabolism occurs in physiologic aging. Weakened 
arterial walls degenerate under the many stresses to 
which they have been exposed. A common denomi- 
nator for vascular degeneration in obesity, diabetes, 
Cushing’s syndrome, and aging may be faulty protein 
synthesis and subsequent protoplasmic deficiency. Pro- 
tein, lipid, and carbohydrate metabolism are interre- 
lated, and it is probably rare for any one of them to 
be affected without one or both of the others being 
involved. It might be postulated that a diet high in 
protein and low in fat and carbohydrates would prevent 
arteriosclerosis, but Selye found that a high-protein 
diet predisposes experimental animals to arteritis, 
hypertension, and renal disease. Arteritis could lead 
to scarring and sclerosis—arterioscleroris. Hyperten- 
sion and renal disease often accelerate vascular de- 
generation. In diet, balance and moderation seem to be 
indicated. A good nutritious diet without “empty cal- 
ories,” avoiding overeating and obesity, seems to be 
the best way to insure optimum protein anabolism, 
health, and prevention of premature vascular disease. 
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> Books for review which were received during the period 
from December 5 to January 5 are listed on advertising page 
A-186. Reviews of these books will be published as space 
permits. 


> LOW BACK PAIN. David Shuman, D.O. Paper. Pp. 70, 
with illustrations. Published by the author, 1728 Pine Street, 
Philadelphia 3, 1958. 


This booklet presents its author’s methods of diag- 
nosis and treatment of the common symptom of low 
back pain. In his preface he dismisses “such disorders 
as cancer, osteoporosis, metabolic diseases, referred 
pain, rheumatoid arthritis and others . . .” as causes 
of low back pain afflicting few. He states his belief in 
a theory that low back pain generally is due to chronic 
relaxation of ligaments, and points out that “. . . care- 
ful consideration of the evidence available from nucleo- 
grams, myelograms and other modalities should help 
to show that the basic pathology [of low back dis- 
orders] is instability due to weakened ligamentous 
support.” 

Chapter 1 is headed “The low back; why it is a 
problem.” The author’s answer implies that the problem 
generally lies in the methods of treatment of low back 
pain rather than in etiologic factors residual in body 
structure, in extraneous factors, or in both. He empha- 
sizes the individual’s improper use of his back, by 
which it is not “conditioned” to heavy duty. The result 
is trauma to the area that responds with an acute or 
delayed reaction of pain. The prime offender in per- 
sisting low back pain, however, in the author’s experi- 
ence, seems to be one or more of the seven “extensively 
used therapeutic measures” that are to be “avoided as 
useless or worse” in the treatment of the syndrome 
known as low back pain. He lists these measures as (1) 
adhesive strapping, (2) belts and braces, (3) dia- 
thermy, (4) body casts, (5) sciatic nerve stretching, 
(6) traction, and (7) laminectomy and fusion. The 
author recommends as therapy for low back pain, joint 
sclerotherapy, curare, and manipulation. 

It seems that Dr. Shuman does not rate the com- 
monly accepted etiologic factors as basically causal of 
the “low back problem.” In his opinion, what actually 
happens is that the physician in his attempt to treat 
a relatively simple condition becomes a factor in its 
accentuation and perpetuation. In a word, the cause is 
largely iatrogenesis, defined by Dorland’s Illustrated 
Medical Dictionary as the creation of an additional 
problem by the activity of the physician himself. 

The author recommends as the desirable treatment 
for chronic low back pain the injection of a sclerosing 
agent into the “degenerated, uncompensated disk, and 
any of the other ligaments in that area as may be 
needed. . . .” To this particular method of therapy he 
gives the name “sclerotherapy.” The word is not in 
general use in scientific or medical literature. 

Chapter 7 of the Shuman booklet is devoted to 
manipulation—defined by the author as “the skilled 
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use of the hands on the body as a form of therapy, 
... not new [for] Hippocrates discovered its uses 2000 
years ago.” Long recognized as skilled in the art of 
manipulative therapy, Dr. Shuman briefly summarizes 
corrective technics applied especially to soft tissues and 
to the joints of “low back cases.” 

In the “low back cases” where there is acute spasm 
the author recommends the injection of curare as an 
office procedure. Chapter 8 gives a short history of the 
discovery and development of curare, discusses briefly 
its physiologic action, outlines a schedule for minimum 
and maximum dosage according to weight, and recom- 
mends the employment of a particular type of curare 
preparation. The author emphasizes that in his hands 
and those of many others the preparation has been used 
“thousands of times without any harmful results.” This 
statement is made without a countering statement—that 
pharmacologic authorities are generally agreed that 
curare (or any of its derivatives) is a powerful drug 
to be used with caution, even in the hospital patient 
who is in experienced hands. This opinion is confirmed 
by anesthesiologists who use curare preparations more 
frequently than do any other group of physicians and 
who best appreciate the hazards that surround its use. 

The injection method which Dr. Shuman employs 
would seem more accurately described by the title of 
a book that was published in 1956, Joint Ligament 
Relaxation Treated by Fibro-Osseous Proliferation by 
George Stuart Hackett, M.D. (Charles C Thomas, 
Publisher, Springfield, Illinois), although it is not 
listed among the thirty-three references to literature in 
the Shuman booklet. Most of the references are to med- 
ically recognized authors, but their citation does not 
necessarily indicate their support of this method of 
treatment. The Hackett text seems to this reviewer to 
be the most acceptable presentation thus far of the 
theory of joint relaxation as a cause of low back pain 
and the practice of treating the condition by agents 
that are assumed to induce fibro-osseous proliferation 
and thus to stabilize the “unstable back.” However, 
when this text was submitted to THE JourNaL for 
review, it was merely listed in the “Books Received” 
section. The studied opinion of a world-known medical 
journal was that the Hackett text should not have been 
published because its claims for the worth of fibro- 
osseous proliferation treatment lacked “the necessary 
clinical and scientific substantiation to justify its pub- 
lication.” 

Chapter 9 deals with the “essence of good manage- 
ment” of low back pain, rightly stressing the routines 
of history taking and physical examination. Specifically, 
the chapter summarizes the technics of curare injec- 
tions and of joint “sclerotherapy.” The author empha- 
sizes that the doctor handling refractory cases should 
not become disheartened. He suggests periodic clinical 
check-ups in order to reveal “beginning muscle spasm 
or joint weakness that can be taken care of without 
too much trouble by some manipulation or injection.” 
If patients who have had joint sclerotherapy should 
have a recurrence through accident or strain, the 
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author advises the condition can be again straightened 
out without an operation—‘All that is often needed is 
a few more injections.” 

Chapter 10 deals with “joint sclerotherapy” ap- 
plied to the knee, shoulder, jaw, acromioclavicular and 
sternoclavicular joints, ankle, sternocostal, costochon- 
dral and interchondral joints, and the cervical disks. 
Generally, no treatment except “sclerotherapy” is rec- 
ommended for any joint “that becomes unstable, too 
loose, hypermobile.” 

In addition to the use of sclerosing agents or the 
injection of curare, the author recommends “a few 
drugs” such as thyroid, female sex hormone, combined 
male and female hormones, insulin, cortisone and re- 
lated compounds, et cetera. He suggests “x-rays” as 
beneficial in arresting or slowing down the develop- 
ment of rheumatoid spondylitis. “Lifts” to be applied 
to shoe heels are advised where there is a difference in 
“leg length.” 

In 1951 an article was submitted to THE JouRNAL, 
dealing with the use of “sclerotherapy” in low back 
pain. The article was referred to a number of authori- 
ties in the field of orthopedics, as well as to well-known 
osteopathic physicians who had had wide experience in 
osteopathic care of low back pain. The manuscript was 
given careful reading, and the opinions expressed were 
studied opinions. After careful consideration the edi- 
torial department rejected the manuscript. Similar 
manuscripts pointing to the use of the fibro-osseous 
proliferation treatment have been submitted during the 
past 6 years but none has been documented with ac- 
ceptable scientific evidence. 

THE JouRNAL does not imply that sclerosing 
agents are not useful and acceptable preparations where 
and when indicated. What is unacceptable in the articles 
which THE JouRNAL has rejected is the employment 
of sclerosing agents blown up into a therapeutic con- 
cept and a methodology of treatment. Sclerosing agents 
are just sclerosing agents, useful when indicated. No 
more. A conceptual approach to the use of these prepa- 
rations is not acceptable in today’s medical thinking. 
It is fraught with danger, not only to the uninitiated, 
the uninformed, and the inexperienced, but to all phy- 
sicians who accept its premises. 

In the preface, Dr. Shuman states his purpose in 
publishing his booklet: “[to provide] for general prac- 
titioners feasible and tried ways to handle low back 
cases in their own offices.” For this reason the author 
of “Low Back Pain” would make his experiences avail- 
able to the osteopathic profession through publication. 
Upon his experiences and those of other doctors con- 
vinced of the worth of the treatment, he considers his 
book as an authoritative guide for the osteopathic gen- 
eral practitioners, those most often called upon to treat 
low back pain. 

The fact that Dr. Shuman is a successful doctor of 
osteopathy and respected as such will weigh heavily 
with many who have neither time, opportunity, nor 
facilities to investigate the claims made in the booklet. 
Since THE JouRNAL refuses to accept any article deal- 
ing with “sclerotherapy” on the basis that it has yet 
to see adequate scientific evidence documented, it can- 
not approve the booklet, much less recommend it as a 
guide to treatment of the symptom, low back pain, or 
as a solution to its problem. 

No one questions, however, Dr. Shuman’s right 
to publish privately his experiences and conclusions 
with this particular form of treatment. The point at 
issue is distribution. THE JourNAL feels it has an 
obligation, however, to point out that the booklet is not 
recommended. 
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>» CALLANDER’S SURGICAL ANATOMY. By Barry J. 
Anson, M.A., Ph.D. (Med. Sc.), Chairman, Department of 
Anatomy, and Robert Laughlin Rea Professor, Northwestern 
University Medical School; Member of the Staff, Passavant 
Memorial Hospital; and Walter G. Maddock, M.S., M.D., 
F.A.C.S., Edward S. Elcock Professor of Surgery, North- 
western University Medical School; Chairman of the Depart- 
ment of Surgery, Chicago Wesley Memorial Hospital. Ed. 4. 
Cloth. Pp. 1157, with illustrations. Price $21.00. W. B. Saunders 
Company, West Washington Square, Philadelphia 5, 1958. 


Immediately outstanding are the graphic drawings 
which illustrate the editions of “Surgical Anatomy.” 
Many of the drawings are reproduced unchanged from 
the third edition, but several have been redrawn. Among 
them are those recording variations in the form and 
attachments of muscles, in the origin and distribution 
of arteries, in the anastomosis and termination of veins, 
and in the course and relation of nerves. 

The text remains essentially the same, except in 
those areas where improved knowledge of structure or 
technic has warranted a change. Information and illus- 
trations from contemporary texts have been judiciously 
chosen for inclusion in this new edition. The authors 
have fulfilled their purpose with excellence: to “fit the 
professional needs of the advanced student, the resident, 
and the practitioner.” 


>» ELECTROLYTE CHANGES IN SURGERY. Kathleen 
E. Roberts, M.D., Assistant Chief of Medicine, United States 
Public Health Service Hospital; Assistant Professor of Medi- 
cine, Stanford University College of Medicine, San Francisco, 
California; Formerly Assistant Professor of Medicine, Cornell 
University College of Medicine; Section Head, Clinical Physi- 
ology Department, Sloan-Kettering Institute for Cancer Re- 
search; Consultant, United States Public Health Service 
Hospital, New York City. Parker Vanamee, M.D., Assistant 
Attending Physician, Memorial Hospital for Cancer and Allied 
Diseases; Assistant Professor of Medicine, Cornell University 
College of Medicine; Associate, Sloan-Kettering Institute for 
Cancer Research, New York City. J. William Poppell, M.D., 
Chief, Section of Cardio-Pulmonary Physiology and Associate, 
Sloan-Kettering Institute for Cancer Research; Assistant At- 
tending Physician, Memorial Hospital for Cancer and Allied 
Diseases; Assistant Professor of Medicine, Cornell University 
College of Medicine, New York City. Cloth. Pp. 113, with 
illustrations. Price $4.50. Charles C Thomas, Publisher, 301-327 
East Lawrence Avenue, Springfield, Illinois, 1958. 


This monograph is based on lectures given at the 
Academy of Medicine of Toledo and at the Lenox Hill 
Hospital in New York. It has been published as part 
of the series American Lectures in Physiology, edited 
by Robert Pitts of the Cornell University Medical Col- 
lege. The title of the monograph, Electrolyte Changes 
in Surgery, well defines the scope of the work, except 
perhaps for the somewhat ambiguous use of the term 
“surgery.” The authors are here concerned chiefly with 
surgical operations on the thoracic, gastrointestinal, and 
genitourinary organs, because disturbances in electro- 
lyte balance occur most frequently in connection with 
such procedures. 

As a “primer for clinicians,” the book quite prop- 
erly stresses the view that the clinical focus should 
not be narrowed to a specific electrolyte problem but 
should take in associated and underlying conditions 
also. It is a fundamental fact “that a pathological entity 
or a metabolic disturbance usually triggers electrolyte 
problems and that the primary object is to diagnose 
and treat the underlying disease.” Indeed, it is difficult 
to understand why such basic observations are rele- 
gated to an appendix where they will almost surely be 
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lost upon many readers. It might have been well to 
place this material at the beginning of the book, rather 
than precipitating the reader into a discussion of pre- 
operative bowel preparation on the very first page 
of the text. 

The body of the text takes up practical considera- 
tions of electrolyte changes in extensive gastrointes- 
tinal operations, various types of hepatic ‘failure, and 
acute and chronic renal disease. The information and 
advice given are soundly based on the authors’ wide 
experience in the experimental and practical applica- 
tion of the principles involved. The book is not indexed, 
but this lack is quite offset by the unusually complete 
table of contents. Many of the defects that often attend 
the transposing of lectures into book form have been 
avoided, although more care might have been taken to 
see that the writing was absolutely clear—not merely 
understandable, but quite unmistakable. Important 
points in the text are dulled by inept expression. This 
minor lack of clarity, however, should not constitute a 
serious handicap to the use of the book. Surgeons in 
both general and specialized areas will find it a handy 
source for quick reference. 


> DIAGNOSTIC BACTERIOLOGY. A Textbook for the 
Isolation and Identification of Pathogenic Bacteria and Systemic 
Fungi. By Isabelle G. Schaub, A.B., Baltimore, Md., Assistant 
Professor of Microbiology and Instructor in Medicine, The 
Johns Hopkins University School of Medicine; Bacteriologist- 
in-Charge, Clinical Bacteriology Laboratories, The Johns Hop- 
kins Hospital. M. Kathleen Foley, M.A., Baltimore, Md., 
Assistant Professor of Biological Sciences, College of Notre 
Dame of Maryland; formerly Bacteriologist-in-Charge, Diag- 
nostic Bacteriology Laboratory, Medical Clinic, The Johns 
Hopkins Hospital. Elvyn G. Scott, M.T. (ASCP), Wilmington, 
Del., Bacteriologist-in-Charge, Department of Bacteriology, The 
Delaware Hospital; Consultant in Bacteriology, The Memorial 
Hospital. W. Robert Bailey, Ph.D., Newark, Del., Associate 
Professor of Biological Sciences, University of Delaware; 
formerly Bacteriologist-in-Charge, Enteric Bacteriology Lab- 
oratory, Laboratory of Hygiene, Department of National Health 
and Welfare, Canada. Ed. 5. Cloth. Pp. 338, with illustrations. 
Price $4.75. The C. V. Mosby Company, 3207 Washington 
Boulevard, St. Louis 3, 1958. 


Because of other commitments, authors Schaub 
and Foley were not able to undertake the production of 
this fifth edition of their popular laboratory guide in 
bacteriology. In order not to delay publication, they 
enlisted two new co-authors, Mr. Scott and Dr. Bailey, 
who are given full credit for the preparation of the 
book. The new authors proceeded to the task with 
business-like thoroughness, and the result is an up-to- 
date and highly useful manual for students and other 
workers in clinical bacteriology. 

The excellent format and organization that marked 
previous editions have been retained. Much of the 
material also is the same; the rest includes important 
revisions and a quantity of significant new material. 
Four new chapters describe the plate dilution method 
for determining susceptibility of organisms to antibiotic 
agents, determination of antibacterial level of serum 
during antibiotic treatment, new serologic tests, and 
the handling of specimens for the laboratory diagnosis 
of virus diseases. Of considerable importance in rela- 
tion to current medical practice is the new section on 
the identification of fungi that cause systemic infec- 
tions, as well as the comparatively rare pleuropneu- 
monia-like organisms that have recently assumed 
etiologic significance. Other chapters have been revised 
to update descriptions and technics. The brief intro- 
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ductory paragraphs in each chapter include appropriate 
basic information lucidly presented. Attention is given 
to bringing the language usage into conformity with 
current terminology—a requirement often overlooked 
by authors in general. The book is well and interestingly 
written, and this alone might seem reason enough to 
commend the work. Actually, of course, the clarity of 
the text can be considered an index to the quality of 
the material and the competence with which the book 
has been prepared. 


> A DOCTOR SPEAKS HIS MIND. By Roger I. Lee, 
M.D. Cloth. Pp. 120. Price $3.00. Little, Brown and Company, 
34 Beacon Street, Boston 6, 1958. 


After more than 50 years of practice, Roger I. 
Lee, M.D., takes a fond but critical look at medical 
practice in “A Doctor Speaks His Mind.” 

Dr. Lee has written, in effect, an extended essay. 
He wanders trenchantly through opinions on the proper 
motivations of doctors, the rise of specialists “who 
know more and more about less and less,” public 
health, medical statistics, and the changing world in 
which he finds himself. 

He is pointedly not happy with the carving up 
of patients into areas of impersonal symptoms. The 
doctor’s role as counselor and preserver of health can 
be served only by the general practitioner who has a 
full knowledge of his patient. The thoughtful physician 
“often finds that he does as much good in trying to 
persuade individuals that they are well as he does in 
detecting defects,” he observes. 

“I believe we are producing enough doctors,” 
asserts Dr. Lee, a past president of the A.M.A. How- 
ever, he concedes that the traditional rugged individual- 
ism of the doctor has become less of a reality and 
more of a memory. The growing complexity of medi- 
cine, specialization, and the desire of doctors to have 
time away from their practices are contributory. So 
are the health insurance plans, public health programs, 
and government participation in medicine. This last 
“will, in my opinion, lead to confusion and expense, 
and to a change not for the better but for the worse in 
medical care and in the medical profession.” 

In effect, to summarize Dr. Lee, a physician must 
be well motivated and well trained if he is to serve his 
profession well. 


> AN INTRODUCTION TO FUNCTIONAL ANAT- 
OMY. By David Sinclair, M.A.(Oxford), M.D.(St. Andrews), 
Professor of Anatomy, University of Western Australia; Late 
University Demonstrator in Anatomy, University of Oxford; 
Late Lecturer in Anatomy and Physiology, Dorset House 
School of Occupational Therapy, Oxford. Cloth. Pp. 426, with 
illustrations. Charles C Thomas, Publisher, 301-327 E. Law- 
rence Ave., Springfield, Illinois, 1957. 


The author believes books on anatomy and physi- 
ology, necessary study in preparation for many profes- 
sions, often are not written for the various paramedical 
groups, and, consequently, do not emphasize facts es- 
sential to students in the different specialties. 

This book is written, with this fact in mind, for 
occupational therapists, especially for those in early 
years of training, with the hope that it will be useful 
also to other ancillary specialists with similar interests. 

Anatomy and physiology, considered as an inte- 
grated study, are presented in three parts. The first 
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part deals with structure and function of tissues and 
systems, the second with functions of the body as a 
whole, and the third with topography of the body. The 
approach is systemic rather than regional. 

Some of the details are simplified, and only mate- 
rial which is primarily of functional importance is in- 
cluded. The author uses terminology adopted by the 
Sixth International Anatomical Congress in Paris in 
1955 ; however, in some cases familiar terms are given 
as equivalents when usage warrants 


The book is written around the syllabus of the 
Association of Occupational Therapists and is based on 
several years’ experience in teaching anatomy and physi- 
ology at Dorset House School of Occupational Therapy 
at Oxford. 


» SUSPENSION THERAPY IN REHABILITATION. 
By Margaret Hollis, M.C.S.P., Principal, School of Physio- 
therapy, Bradford Royal Infirmary; and Margaret H. S. Roper, 
M.C.S.P., Lecturer in Physiotherapy, University of Cape Town. 
Cloth. Pp. 220, with illustrations. Price $6.00. The Williams & 
Wilkins Company, Mount Royal and Guilford Avenues, Baiti- 
more 2, 1958. 


This book is a sequel to the development of sus- 
pension therapy by Olive Guthrie Smith, who died in 
1956. An up-to-date text for all who use this therapy, 
it gives essential principles for treatment with suspen- 
sion, springs, and pulleys and basic technics necessary 
for best results. 


Clinical examples and numerous illustrations, most 
of them line drawings, help to clarify the principles 
presented. 


The first part of the book, written from Mrs. 
Smith’s notes, includes history of the treatment, and 
mechanical principles. The second section on clinical 
application was written by several authors. 


An important aspect mentioned throughout the 
book is that the apparatus is only an agent. The physio- 
therapist must direct treatment and must understand 
the potentialities and limitations of the apparatus. Un- 
derstanding reactions of individual patients is impor- 
tant, too. 


> CLINICAL ENDOCRINOLOGY. By Karl E. Paschkis, 
M.D., Associate Professor of Medicine, Associate Professor of 
Physiology, Director. of the Division of Endocrine and Cancer 
Research, Jefferson Medical College; Chief of Endocrine Clinic, 
Jefferson Medical College Hospital; Attending Endocrinologist, 
St. Christopher’s Hospital for Children, Philadelphia; Abraham 
E. Rakoff, M.D., Clinical Professor of Obstetric and Gyne- 
cologic Endocrinology, Jefferson Medical College; Endocrinolo- 
gist to the Hospital Laboratories, Jefferson Medical College 
Hospital; Guest Lecturer in Gynecic Endocrinology, Depart- 
ment of Internal Medicine, Graduate School of Medicine, Uni- 
versity of Pennsylvania, Philadelphia; and Abraham Cantarow, 
M.D., Professor of Biochemistry, Jefferson Medical College; 
formerly Associate Professor of Medicine, Jefferson Medical 
College, and Assistant Physician, Jefferson Medical College 
Hospital, Philadelphia. Ed. 2. Cloth. Pp. 941, with illustra- 
tions. Price $18.00. Paul B. Hoeber (Medical Book Depart- 
ment of Harper & Brothers), 49 East 33rd Street, New York 16, 
1958. 


Although this text was originally published only 
four years ago, rapid developments in the field of endo- 
crinology have necessitated extensive revisions in vir- 
tually all sections of this second edition, with complete 
rewriting of some chapters. New material is presented 
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in such fields as thyroid and adrenal pathology and 
therapy, use of long-acting progesterone derivatives, 
and classification and diagnosis of testicular failure. 

A general pattern is followed in the layout of each 
chapter. The embryology of the gland is first described 
briefly ; the anatomy and physiology are examined thor- 
oughly ; conditions arising from hyperfunction or hypo- 
function of the gland (if any) are discussed ; and final- 
ly, there is an extensive bibliography. 

Certain of the chapters deviate from the general 
pattern: Chapter 10 is devoted to causes other than 
dysfunction of thyroid secretion which may produce 
goiters, Chapter 20 discusses the functional disturbances 
of menstruation and anovulatory infertility. The di- 
verse functions of the placenta are discussed in detail 
in Chapter 21, “Endocrinology of Pregnancy.” Chapter 
33 discusses obesity as related to disorders of endocrine 
function. A valuable section on Methods and Mate- 
rials, followed by tables of hormones and an exception- 
ally useful index, close the book. 

Clinical photographs and microphotographs ade- 
quately illustrate and supplement the text, although they 
are not an important feature. Colored schemetic draw- 
ings show the normal hypophysis and the normal pan- 
creas. 


> TRIFLUOPERAZINE. Clinical and Pharmacological As- 
pects. Twenty-five Original Reports with an Introduction by 
Henry Brill, M.D., Assistant Commissioner, New York State 
Department of Mental Hygiene, Albany, New York. Cloth. Pp. 
219, with illustrations. Price $3.50. Lea & Febiger, Washington 
Square, Philadelphia 6, 1958. 


Trifluoperazine (trade name: Stelazine) is a drug 
that seems to be more than usually effective if adminis- 
tered carefully and more than usually toxic if misused. 
Because the lines between right and wrong usage are 
often fine, this book was prepared in an effort to get 
discriminative information to the practitioner as quick- 
ly as possible. 

The book is the work of forty-four contributors. 
Its twenty-five articles are divided into five general 
areas: psychopharmacology, pharmacology, and chem- 
istry; functional psychoses; brain disorders, psycho- 
neuroses, and personality disorders ; and extrapyramidal 
symptoms and other side effects. It is felt that the book 
should provide a near-complete guide for the physician 
concerned with administration of this drug. 


> PRACTICAL LEADS TO PUZZLING DIAGNOSES. 
Neuroses That Run Through Families. By Walter C. Alvarez, 
M.D., D.Sc., Emeritus Professor of Medicine, University of 
Minnesota (Mayo Foundation). Cloth. Pp. 490. Price $9.00. J. B. 
Lippincott Company, East Washington Square, Philadelphia 5, 
1958. 


The new Alvarez volume is an underlining of 
something which the author has always believed, at 
least to a limited extent: the hereditary origin of ner- 
vous diseases. The book grew out of a careful study of 
574 case histories in particular and a lifetime of expe- 
rience in general. It demonstrates again and again how 
a person with poor nervous inheritance will manifest 
mild psychoses, with sometimes behavioral, sometimes 
somatic complaints. One of the author’s statements of 
this problem is as follows: 

I believe that most of the nervous or neurotic persons seen 
every day by general practitioners and internists can be placed 
in either one of two groups. The first is made up of fine, 
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sensible persons who have a neurosis. Their symptoms can 
usually be relieved by rest and psychotherapy. Perhaps 90 per 
cent of these persons have no psychotic, alcoholic or epileptic 
near-relatives. The second group is made up of eccentric and 
poorly adjusted persons who suffer most of their days from 
nervous storms, panics of fear, phobias, compulsions, mild de- 
pressions, hysteria, and other symptoms which suggest to me a 
psychosis. These persons, having been born odd, are usually 
hard to help or make over or rehabilitate. All but a few of 
those I have seen had psychotic, alcoholic, or epileptic relatives. 
The fact that they have this poor nervous heredity is, I think, 
the most important fact about them. 


Dr. Alvarez seems to stress the incurability of 
many of these patients, and states that they are often 
better off knowing the facts about their nervous in- 
heritance. This, he feels, eliminates the spending of 
countless hours and dollars on needless operations and 
unending consultations, in a vain effort to find an or- 
ganic basis for nervous complaints. He feels that pa- 
tients often have a sense of relief in knowing that “the 
worst has already happened to them,” rather than hav- 
ing to live with a fear of insanity—because someone in 
their family had this condition; that they derive com- 
fort from the knowledge that their “full measure” of 
inheritance is probably only a nervous stomach, rather 
than a long list of progressive disorders. 

Some of the solutions proposed may strike the 
reader as somewhat bizarre, though still interesting. 
For example, he deals with the problem of people 
whose occasional “benders” or antisocial episodes make 
them a source of difficulty to their families and society, 
by suggesting placement in “colonies,” “in which those 
hundreds of thousands of irresponsible ‘children’ in 
adult bodies could perhaps be kept out of harm’s way.” 
He would place these colonies on islands, and provide 
semi-normal living conditions for the inmates, including 
opportunities for employment and some family life. 
There would be no money, but a system of charging or 
some scrip marked with the owner’s name. Purveyors 
of alcohol or drugs would be kept out of these colonies, 
in order to eliminate temptation to the peculiar weak- 
nesses of these people. “Many mildly psychotic per- 
sons, many petty criminals, many alcoholics and many 
drug addicts could get along beautifully in such a col- 
ony,” says Dr. Alvarez. 

The author anticipates certain adverse reactions to 
his book as a whole, partly because of his seemingly 
hopeless attitude, which some may find unbecoming to 
a man of medicine. Another basis for criticism is that 
he speaks “unscientifically” of results not carefully 
proved ; however, he counters this by saying that he 
hopes his “hunches” will be found worthy of serious 
experimentation and perhaps confirmation by other 
workers. 

No matter what the initial reaction of the reader to 
the book, it should not be ignored. Dr. Alvarez always 
offers much common sense, and the larger proportion 
of the book is devoted to this, his particular forte. 


>» INJURIES AND SURGICAL DISEASES OF THE 
ISCHIUM. By Henry Milch, M.D., Attending Orthopedic 
Surgeon, Hospital for Joint Diseases, New York. Cloth. Pp. 
163, with illustrations. Price $10.50. Paul B. Hoeber (Medical 
Book Department of Harper & Brothers), 49 East 33rd Street, 
New York 16, 1958. 


The author feels that evaluation of symptomatol- 
ogy involving either the hip or lower spinal region 
must include “conscious exclusion of the ischium and, 
to a lesser degree, of the sacrum as the site of abnor- 
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mality.” The problem lies in the fact that there may be 
localized manifestations in one case, while in another 
with the identical pathologic process there may be 
diffuse symptoms. In order to avoid missing the real 
cause of difficulty, it is necessary to be aware of the 
kinds of disorders which may affect the ischium. The 
purpose of the book is to redirect attention to these 
disorders. 

The fifteen chapters of this book are devoted to 
anatomy, physical and roentgenographic examination, 
surgical treatment, and a consideration of a dozen 
individual conditions which may affect the ischium. 
Coverage is generally thorough, and illustrations well 
chosen. 


> THE USE OF PSYCHOTHERAPY IN DIVORCE 
AND SEPARATION CASES. By John H. Mariano, Ph.D., 
LL.B., Director, The Council on Marriage Relations. Ed. 1. 
Cloth. Pp. 179. Price $3.00. The American Press Book Pub- 
lishers, 489 Fifth Avenue, New York 17, 1958. 


The term “lawyer-therapist” may sound strange 
to many ears, but it is to such that this book is ad- 
dressed. Because many husbands and wives need help 
more than they need separation, and because often the 
lawyer is the first or only person in a position to coun- 
sel the couple, the author feels that elements of each 
of the three “helping disciplines” (psychiatry, law, and 
social case work) should be combined by the lawyer. 
The practice that results from this amalgamation he 
calls “psychotherapeutic jurisprudence.” 

The value of this book to the physician would be 
largely that of general information. He might gain a 
larger insight of medicolegal problems, or some new 
slants to aid in his own counseling of partners in a 
troubled marriage. 


®» HOSPITAL PLANNING FOR THE ANESTHESIOL- 
OGIST. By William H. L. Dornette, M.D., Professor of Anes- 
thesiology and Head of the Department, The University of 


’ Tennessee College of Medicine, Memphis, Tennessee; Anesthesi- 


ologist-in-Chief, The John Gaston Hospital; Chairman, Com- 
mittee on Hospital Planning and Construction, American So- 
ciety of Anesthesiologists, 1954-1958; Formerly, Assistant 
Professor of Anesthesiology, The University of Wisconsin 
College of Medicine, Madison, Wisconsin; The University of 
California School of Medicine, Los Angeles, California. Cloth. 
Pp. 119, with illustrations. $5.25. Charles C Thomas, Publish- 
er, 301-327 East Lawrence Avenue, Springfield, Illinois, 1958. 


This handbook basically stresses the point that the 
anesthesiologist should be on the building committee 
of his hospital, mainly because of the proportion of 
daily time he spends in his institution. The reviewer 
believes that as a physician and as a consultant, the 
anesthesiologist should be concerned with the broader 
aspects of patient care, rather than with only anesthetic 
administration. 

The author, who is nationally known, has assem- 
bled many suggestions for the efficient development of 
a hospital. One may well question the advantage of 
having an induction room in a small hospital. With 
patients sedated and tranquilized, the transition from 
sedation to unconsciousness is readily accomplished 
in the operating room. 

This handbook may be of value to the anesthesi- 
ologist who is interested in the planning and expansion 
of his hospital. 

A. A. GoLpen, D.O. 


Journat A.O.A. 
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The Care and Feeding 
of Baby Teeth 


For those months when baby is learning to chew: Gerber Junior Foods 
are ideally suited to help older tots and toddlers make the transition 
from strained to regular family table foods. Evenly minced texture 
is easy to manage. Particles are soft, yet have enough bulk to encourage 
chewing action . .. pave the way for coarser foods. Brighter flavors 
appeal to awakening taste buds. Combination foods have more flavor 
interest ... prepare baby for more grown-up dishes. 


Gerber. Junior Foods 


SOUPS - MEATS - DESSERTS - FRUITS - VEGETABLES 
GERBER BABY FOODS * FREMONT, MICHIGAN 
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three-way mechanism of action 


long step 


Brand of Valethamate bromide 


“mMuUREL” is the newest development of research in quaternary ammonium com-§§ 


in one molecule 


pounds. It advances today’s therapy of G.U., G.I. and biliary tract spasm toward the - 
ideal in decisive relief without intolerance or drug-induced complications. “muREL’ pe 


also supplements peptic ulcer therapy by breaking the chain reaction of spasm-pain.5R 


Dosage: Mild to moderate cases: initially, 1 
or 2 tablets four times daily. Acute or severe 
cases: 1 to 2 cc. (10-20 mg.) intravenously or 
intramuscularly every four to six hours up to 
maximum of 60 mg. in 24 hour period. The 
higher dosage range is usually required in 
spasm of G.U. and biliary tract. 


Ayerst Laboratories ¢ New York 16, N. Y. ¢ Montreal, Canada 


Supplied: “muREL” Tablets—1@ mg. Valetha- 
mate bromide, bottles of 100 and 1,000. a 
“MUREL” Injectable—10 mg. per cc., vials of & 
5 cc. (Also available: “murReEL” with Pheno-B 
barbital Tablets 10 mg. Valethamate bro- 
mide with % gr. phenobarbital per tablet 5% 
bottles of 100 and 1,000.) 
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Three-Way Mechanism of 
Action in One Molecule 


“MUREL” unites three mechanisms specific for 
smooth muscle spasmolysis: (1) anticholinergic 
inhibition of parasympathetic transmission, 

(2) musculotropic action with specific affinity 
for smooth muscle fibers, and (3) ganglionic 
blocking action at the synaptic level. 


Precludes or Minimizes 


Untoward Side Effects 


“MUREL” is especially well tolerated because: 

(1) coordination of the three component actions 
permits significantly low dosages and also reduces 
reaction potential of any one mechanism, 

(2) a natural specificity confines the anticholinergic 
action to the effector cells of smooth muscle, 

(3) definite but transient ganglionic blocking action 
eliminates undesirable parasympathetic 
disturbances, (4) rapid detoxification and 
excretion prevent cumulative effect. 


Widely Useful — 
Clinically Demonstrated 


“MUREL” extends the clinical scope of dependable 
spasmolytic therapy, with indications ranging 
from mild to severe hypertonicity. In postoperative 
genitourinary spasm, cystitis and pyelitis — 
effective relief of pain and spasm was noted in 

all of 75 patients.' In peptic ulcer — complete 

or substantial relief from the pain/spasm cycle 
was reported in 119 out of 127 patients.?3 

In biliary spasm and chronic cholecystopathies 
with or without stones — prompt, complete control 
of spasm was obtained in 20 out of 22 patients.‘ 


Peiser? states that even extremely strong 
convulsive abdominal pain and violent 
vomiting could be eliminated or substantially 
improved, and no unpleasant side effects 

or toxic reactions were noted at any time. 

1. Berndt, R.: Arzneimittel-Forsch. 5:711 (Dec.) 1955. 


2. Peiser, U.: Med. Klin. 50 :1479 (Sept. 2) 1955. 
3. Winter, H.: Medizinische, p. 1206 (Aug. 27) 1955. 
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rapid relief of pain 

Specific urinary analgesic action of phenylazo- 
diamino-pyridine HCl—long noted as the stand- 
ard G.U. tract analgesic—offers dramatic relief 
of painful symptoms. Visual confirmation of 
prompt action is the change in the color of 
urine the patient sees shortly after taking his 
first capsules of AZOTREX. 


early control of infection 
Combined activity of TETREx (tetracycline 
phosphate complex) and Sulfamethiazole offers 
unusually effective control of the gram-nega- 
tive and gram-positive bacterial components 
identified in a great number of acute and 
chronic infections of the urinary tract. AZOTREX 
is especially indicated in mixed infections. 
TETREX is the rapid and efficiently absorbed 
oral form of the antibiotic well-known for its 
broad-spectrum activity; singular freedom 
from such dangerous toxic reactions as blood 
dyscrasias, renal toxicity, hepatitis, neurotox- 
icity, anaphylaxis; and minimal undesirable 
side effects. TETREX is effective against a wide 


an excellent choice in G.U. infections 


TETRACYCLINE — SULFONAMIDE — ANALGESIC 


Azotrex Capsules 


each capsule contains: 
TETREX (tetracycline phosphate com- 
plex equivalent to tetracycline 


HCI activity) 
Sulfamethiazole 


Phenylazo-diamino-pyridine HCl 


minimum adult dose: 


One capsule q.i.d. 


supplied: 
Bottles of 24 and 100 Capsules, 


References: 1. Buckwalter, F. H. and Cronk, G. A.: Antibiotic 
Med. & Clin. Ther. 5:46-51 (Jan.) 1958. 2. Osol, A., and Farrar, 
G. E., Jr., eds.: The Dispensatory of the United States of Amer- 
ica. 25th Edition, Philadelphia, J. B. Lippincott Co:, 1955, p. 
1881. 3. Council on Pharmacy and Chemistry. J.A.M.A. 161:971 
(July 7) 1956. 


Bristol 
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variety of organisms, including streptococci, 
staphylococci, pneumococci, gonococci, E. coli, 
A. aerogenes, Shigella. The excellent clinical 
results achieved with Sulfamethiazolein urinary 
tract infections! are based on its remarkably 
high solubility (130X as soluble as sulfadiazine 
—the standard of comparison in sulfa therapy), 
low degree of acetylation in urine (only 5-7%), 
rapid and complete urinary excretion”. . . and 
broad-range usefulness, particularly in those 
patients sensitive to other sulfonamides.* Sulfa- 
methiazole is effective against sulfonamide- 
sensitive organisms, including E. coli, strepto- 
cocci, pneumococci, B. faecalis, gonococcus. 


With regard to B. proteus, Pseudomonas and 
Aerobacter aerogenes results are unpredictable 
and sensitivity determinations are necessary to 
determine beforehand the effectiveness of any 
sulfonamide or antibiotic. Well-tolerated, with 
a wide margin of clinical safety, azoTREX offers 
unsurpassed antibacterial treatment of urinary 
tract infections due to sulfonamide-sensitive 
and tetracycline-sensitive organisms. 


125 mg. 
250 mg. 
50 mg. 
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Ortho's 


| \ most spermicidal contraceptive _ 


~ 


| | 


| . your most fastidious patients 


VAGINAL CREAM 
highly spermicidal....lts relative simplicity 


makes it very acceptable to the patient.’’* 


*Behne, D.; Clork, F.; Jennings, M.; Pollois, V.; Olson, H.; Wolf, L., and Tyler, E. 1.: West. J. Surg. 64:152, 1956. ‘ 
C ition; Nonylph lyethoxyethanol 5% in on oil-in-woter emulsion ot pH 4.5. 
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FOR RELIEF 


Miltown 


meprobamate (Wallace) 

4 Simultaneous relief The dual action of Miltown in neuromus- EFFECTIVE IN 

of muscular tension cular disorders “calms patients made LOW BACK PAIN 
and anxiety with chronically irritable by pain, thereby FIBROSITIS 


° . both improving their mental state and 
Miltown improves increasing their physical comfort... It TORTICOLLIS 


ANXIETY AND TENSION 


therapeutic results was found to be the best muscle relax- MUSCLE STRAINS 
ant available to date for use in these MYOSITIS 
conditions.’”* LEG CRAMPS 
Miltown is notably safe. It does not OF PREGNANCY 


disturb autonomic balance, and does not RHEUMATIC CONDITIONS 
impair mental efficiency or physical TENSION HEADACHES 
performance. CEREBRAL PALSY 


*Eisenberg, S. H. and Neviaser,J.S.: The use of meprobamate 
i in the treatment of skeletal muscle spasm. Ann. New York Acad. 
1 Sc. 67:853, May 9,1957. 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated tablets. 
5 Wa WALLACE LABORATORIES, New Brunswick, N. J. 


CM-7297 
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M AND TRAU MATIC DISORDERS ~ 


THE IFIC MUSC! ae RELAXANT PLUS 
THE PREFERRED ANALGESIC 


FOR ARTHRITIS 


Effective and well tolerated on the practical dosage of only 6 tablets daily, 
ParaFron and PARAFON WITH PREDNISOLONE provide benefits that last for up to six hours. 
PARAFON relieves pain, stiffness, and disability caused by rheumatism and traumatic 


disorders; PARAFON WITH PREDNISOLONE compounds this relief with anti-inflammatory 
action in treatment for arthriti 


supplied: PaRaron! Tablets, scored, pink. bottles of 80 Zach tablet contains: 
P FLEX Chiorzoxazonet | g and TYLENoL® Acetaminophen $00 mg. 
PARA i PREPNISO* ‘Tablet cored, buff colored, bottles of 34. 
Eact contains R x Chiorzoxazone $25 me 
Acetaminoph g.: and 1.0 Trig. 
ons: The precautions and contraindicadons that apply to all steroids should 
be ke mind wh prescribing Pas aron witht PREDNISOLONE. 


(McNEIL) 


McNeil Laboratories, Inc + Philadelphia $2) Pa 
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e Easier to load and re-load... unique, built-in “cradle’’ 
provides time-saving convenience. 


¢ No longer necessary to remove, replace and re-anchor 
tape rolls when replenishing a finished core. 


Cuts all types of tape... 
Cloth, Plastic, and Elastic.. quickly.. smoothly.. quietly ¥% 


© Made of highly polished, heavy duty metal, ~ 
for years of carefree service. | 


*Also suitable for wall use 


USE 


e Wall model includes all features of 
dressing-cart type, plus........ 


Heavy-duty, white-enameled, 
hinged metal case, with handy shelf 
for instruments, bandages and accessories. 
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EXCLUSIVE “LOADING CRADLE” FEATURE 
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Johnson & Johnson 
hypo-reactive, surgical tapes 
combine optimum 

skin adhesion with the 
lowest degree of 


reactivity from any cause! 


WASHABLE + 


Tig: 
CLEAR TAPE 


P-221 
© J&J 1958 


RED cross: 


RED CROSS 


ADHESIVE 
TAPE A 

4 12 ienes + 10 yarns 
Z0NAS) 


coLo® 
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ADHESIVE 


12 wenes + 10 


TAPE 


RED CROSS) 
ADHESIVE 
TAPE 


12 - 10 varos 


HELPING THE HANDS THAT HEAL 
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“early and marked regression” 
KN in acute superficial thrombophlebitis 


BUTAZOLIDIN 


nonhormonal anti-inflammatory agent 


- Relieves Pain Rapidly —BuTAZOLIDIN usually produces complete relief of pain within 
24 hours or less." 

Resolves Inflammation —Fever subsides and local heat, tenderness and swelling regress 
quickly.'34 “In the majority of cases there was complete resolution by the fourth day.”5 


Permits Early Ambulation —“As a rule within 24 hours, most patients were able to get 
up and walk about....”' This rapid response to BUTAZOLIDIN greatly reduces disability 
and economic loss for patients. 

Short Course of Treatment —Most patients require only from 2 to 7 days’ therapy.'5 
BUTAZOLIDIN® (phenylbutazone GEIGY). Red coated tablets of 100 mg. BuTazoLipin Alka Cap- 
sules, each containing BUTAZOLIDIN 100 mg.; aluminum hydroxide 100 mg.; magnesium trisilicate 

Ny 150 mg.; homatropine methylbromide 1.25 mg. 

BUTAZOLIDIN being a potent therapeutic agent, physicians unfamiliar with it are urged to send 


for literature before instituting therapy. 
References: : (1) Stein, |. D.: Circulation 12:833, 1955. (2) Potvin, L.: Bull. Assoc. méd. lang. frang. Canada 85:941, 


1956. (3) Sigg, K.: Angiology 8:44, 1957. (4) Elder, H. H. A., and Armstrong, J. B.: Practitioner 178: 479, 1957. 
Ardsley, New York (5) Braden, F. R.; Collins, C. G., and Sewell, J. W.: J. Lovisiona M. Soc. 109:372, 1957. 
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stop penicillin reactions 


before they become serious 


NEUTRAPEN 


(NEUTRAlizes PENicillin) (Penicillinase Injectable,* SchenLabs’ 


the only specific for penicillin reactions 


‘...if every patient with a penicillin reaction were given 
penicillinase [NEUTRAPEN | within 24 to 48 hours...I do not 
think we would see the severe, prolonged reactions we are 
seeing now.” R. M. Becker, Antibiotics Annual 1957-58. 


Unlike the antihistamines, ACTH or steroids which treat effects, 
NEUTRAPEN, an enzyme, aborts penicillin reactions by counteracting 
their cause—it destroys the penicillin itself and is effective in about 
97 per cent of cases.2 Over 80 per cent of patients obtain clearing 

of the reaction with one injection.? 
Obscure sources —even cases with no history of penicillin therapy 
KB respond to NEUTRAPEN when the reaction has been caused by peni- 
cillin from such sources as milk, Roquefort or bleu cheese, or peni- 

<<} cillin containing vaccines.? 


NEUTRAPEN —800,000 units I.M.—should be given as soon as symptoms 
appear. May be repeated on the third day if response is not satisfactory. 
In anaphylactic reactions, epinephrine and other supportive measures 
should be instituted immediately. After shock is controlled, 800,000 units 
of Neutrapen I.V. and 800,000 units I.M. should be administered. 
contraindications: None. side effects: Occasionally transient local sore- 
ness, erythema, and edema; rarely, transitory chills and fever. 
supplied: 800,000-unit single-dose vials of lyophilized penicillinase pow- 
der. Stable at room temperature in the dry state. 

references: (1) Becker, R. M., in Welch, H., and Marti-Ibafiez, FE: Antibiotics Annual 1957- 


1958, New York, Medical Encyclopedia, Inc., 1958, p. 310. (2) Zimmerman, M. C.: Clin. Med. 
5:305, 1958. (3) Zimmerman, M. C.: J.A.M.A. 167:1807, 1958. 


@T. M. REG. U.S. PAT. OFF. “PATENTS PENDING. 55656 


[Schenfabs/ ScHENLABS PHARMACEUTICALS, INc - NEw York 1, N.Y. 
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ARNATION co 


MPANY - Los Angélen 


CARNALAC is a standard Carnation Evaporated Milk formula, as 
usually specified—in convenient, ready-prepared form. The mother 
just adds water. For complete nutritional information and useful 
service material, just ask your Carnation representative. 


Now 2 ways to specify Carnation 


NEW CARNALAC FOR : 
MAXIMUM CONVENIENCE 
Diluted 1:1, new CARNALAC provides protein _ 
2.8%; carbohydrate 7.1%; 3.2% fat; 400 
i.U. Vitamin D per quart; 20 calories peroz. 
The carbohydrate of CARNALAC diluted 1:1 awe FLEXIBILITY 
consists of 4.9% lactose from the milk, plus ILK | 
2.2% added maltose-dextrin syrup (approx. 
imately 2 parts maltose, 1 part dextrins). — 


2 CARNATION 
EVAPORATED MILK 
FOR MAXIMUM 
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“AOA: COURTESY CARD 


TO OSTEOPATHIC PHYSICIANS, HOSPITALS AND COLLEGES 
Please extend every courtesy to representative of 


C) Convention Exhibitor (DD Advertiser in A. 0. A. Publications 


AMERICAN OSTEOPATHIC ASSOCIATION : ) 
THiS CABO ELPIMES OFC. 1959 WALTER A. SUBERG, BUSINESS Manacee 


Extend Every Courtesy To Your Detail Men 
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The Problem: GASTRIC HYPOACIDITY 


Symptoms: May include one or more of following: Anorexia, 
flatulence, abdominal distention, "heartburn", sour 


eructations, coated tongue, cons ipation, 


epigastric paén; may ensue. 


red when 


Sstric anaci 


Objec' ng stomach pH into normal range, with 


overacidification, by hydreeHhorie “acid 


Also, to avo 


too rapidly, 


disintegratio 


Clinical Method: Give patient measured-dose of glutamic acid hydrochloride 
with “pepsin, in newly-developed tablets with decelerated 
release. VM No. 17 (Decelacid) tablets have built-in 

"control factor" whose gradual release duplicates natural 


physiological secretion of HCl by the gastric mucosa. 


Price: Bottle of 90 tablets, $3.00 Bottle of 270 tablets, $8.50 


“Because the enzyme pepsin is sometimes deficient 


in achlorhydric patients. 


From the Laboratories of 


GLENDALE 1 


MITAPMPAIN EL RALS INC. 


CALIFORNIA 
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FOOD FOR THOUGHT... 


ENRICHED ... 


and whole wheat flour 
foods are listed among 
the “Essential Four” food 
groups set up by the 
Bureau of Human Nutri- 
tion—U.S. Dept. of Agri- 
culture. Diet selected 
from these foods pro- 
vides ample protein, vi- 
tamins and minerals. 


Wheat Flour Institute 


working for a healthier America through nutrition 


A-%6 


Please send me for professional review the free, 52-page fact book on 
foods and nutrition as described, Eat to Live. (Please print.) 


NAME. 


FREE*—USE COUPON OR SEND Ry BLANK 


To: Wheat Flour Institute 
309 West Jackson Bivd., Chicago 6, Illinois 


in nutrition 


Eat to Live is offered FREE* as a special tool for 
the physician, the dentist, the nurse, the public 
health leader—for anyone by profession devoted 
to the cause of improving popular diet. 


The 52-page, colorful fact book on foods and nutrition 
may be read easily in less than an hour. Yet it 
provides briefly a review of pertinent history and 
current knowledge in nutrition; definitions and 
important sources for specific nutrients; National 
Research Council recommended daily dietary 
allowances; guides for food selection, cooking, 
menu planning; and finally tables for values in 
portions of common foods. An ideal publication 
for reception room or for patients. 


Why not check this handy, authoritative digest 

of information that translates the memorable, 
important facts of nutrition into terms of 
personal practice and common experience? More 
than a quarter of a million copies in circulation. 
Send for your FREE copy today.* 


The nutritional statements made in the booklet featured in 
this advertisement have been reviewed by the Council on Foods 
and Nutrition of the American Medical Association and 
found consistent with current, authoritative medical opinion. 


DEPT, JAOA 


ADDRESS. 


CITY. 


ZONE STATE 


*Copies for the non-professional—35 cents each. 
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clinically proved in alcoholism 


brand of DISULFIRAM disulfide) 


Feldman reports: 
“.,. ‘Antabuse’ therapy constitutes a major 
advance in treatment.”* 
| 


“The use of alcohol in an ‘Antabuse’-treated 
patient results in physical symptoms which 
make continued drinking impossible... few 
if any medical contraindications exist.”* 
“Feldman, D. J.: Ann, Int. Med. 44:78 (Jan.) 1956. 


“chemical fence” for the alcoholic 


. A brochure giving full details of therapy will be sent to physicians upon 
request. 
: “ANTABUSE” is supplied in 0.5 Gm, tablets (scored), bottles of 50 and 1,000. 


Ayerst LABORATORIES * New York, N. Y. Montreal, Canada 
5654 
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for fever and pain | in infants and children 
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when your little patient 


as burning with fever..... 


Tempra 


Acetaminophen, Mead Johnson 
syrup - drops 


brings relief quickly...conveniently 


—— safe 
__. well tolerated 


_. easy to give 


Mead Johnson 


Symbol of service in medicine 


Tasos 
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Michael ... age 1 week Michael’s going home from the hospital, 
and his discharge formula is Lactum. It agreed with Mike in the hospital, 
and it can be expected to suit him just right at home. Also, Mike’s mother 
will appreciate the convenience of Lactum liquid. 


Kathleen ...age 3 months Her mother doesn’t know it, but the 
Lactum she uses to make formula for Kathleen is tested more than 22 times 
on its way to her—tested for cleanliness, reliability, quality. Her mother 
does know that her doctor knows what’s good for Kathleen. And then there’s 
Kathleen herself—the 23rd test. 


Susan ...age1 month Sue’s mother feeds her from the breast, and 
occasionally a breast feeding must be omitted. Then Sue gets supplementary 
Lactum formula (powder)—prepared so conveniently, right in the nursing 
bottle. 


LACTUM® (MODIFIED MILK FORMULA, MEAD JOHNSON) LIQUID / “INSTANT” POWDER 


\ Mead Johnson 


Symbol of service in: medicine 
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FOR EVERY TOPICAL SITUATION 


* 


2) 


STW r G 


THE IDEAL ANTIBIOTIC AND ANTI-INFLAMMATORY COMBINATION FOR INFLAMMATORY AND/OR INFECTIOUS DERMATOSES 


® 1. Howell, C. M., Jr. Am, 
Pract. & Digest Treat. 
8:1928, 1957. 
2. Frank, L.: A.M.A, Arch. 
Dermat, 75:876, 1957. 
3. Welsh, A. L.: Internat. 
Rec, Med. 169:775, 1956. 


4, Robinson, H. M., Jr., et 


neomycin and hydrocortamate 10 - | CAL 0 | NTM = NT al.: Antibiotie Med. 3:461, 
1956, 
5. Janssens, J.: Le Scalpel 


111:69, 1958. 


The extraordinary water-soluble dermatologic corticoid, MAGNACORT, Os Chale 
combined with the outstanding topical antibiotic, neomycin, for Review 1:13, 1958, 
superior control of inflammatory and/or infectious dermatoses,!-¢ 

Improvement or complete cure noted in 88% of a series, including Pfizer) 
many skin disorders notoriously difficult to treat.> 


SupPLIED: In 1/6-oz. and 1/2-0z, tubes, 0.5% neomycin sulfate and 0.5% hydro- PFIZER LABORATORIES 


cortamate hydrochloride. 
Division, Chas. Pfizer & Co., Inc 
Aiso available: MAGNACORT? topical ointment: In 1/8-02. and 1/2-02, tubes, 0.5% hydrocortamate hydrochloride. Brooklyn 6, New York 
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dramatic results; : 
acute asthma... 
left ventricular failure 


CLYS MATHANE 


(Solution of Theophylline Monoethanolami ¢, Fleet) 


Disposable Rectal Uniti 


Rectally administered Clysmathane (Solu- 
tion of Theophylline Monoethanolamine, 
Fleet) is quickly absorbed by the inferior 
hemorrhoidal veins... délivers adequate 
blood levels rapidly and minimizes certain 
side effects associated with oral or paren- 
teral administration.!-2 

Designed for self-administration, the 
Clysmathane Disposable Rectal Unit is 
ready-to-use... contents are easily retained 
... there is little or no irfitation of rectal 
mucosa even after repeated use.4 


Available: PRESCRIPTION PACKAGE Of six * 
single doses. Each unit contains 0.625 Gm. the- 
ophylline monoethanolamine. Indications: For 
relief of symptoms of acute of chronic asthma... 
and left ventricular failure... as directed. 


References: 1. Ridolfo, A. S. and’ Kiohistaedt, K. G.: 
“A simplified method for rectal administration of theo- 


8 phylline,” to be published. 2, Hoobler, S., Personal 
Communications, 


Literature on request 


Cc. B. FLEET COMPANY, INC., Lynchburg, Virginia 
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Skin graft donor site after 2 weeks’ treatment with... 


petrolatum gauze-still | FURACIN gauze— 
largely granu!ation tissue completely epithelialized 


OBJECTIVE EVIDENCE OF 
SUPERIOR WOUND HEALING 


A-104 


was obtained in a quantitative study of 50 donor 

sites, each dressed half with FURACIN gauze, 

half with petrolatum gauze. Use of antibacterial 
FURACIN Soluble Dressing, with its water-soluble base, 
resulted in more rapid and complete epithelialization. 
No tissue maceration occurred in FURACIN-treated 


areas. There was no sensitization. 
Jeffords, J. V., and Hagerty, R. F.: Ann. Surg. 145:169, 1957. 


FURACIN”®. e brand of nitrofurazone 


the broad-range bactericide that is gentle to tissues 


spread FURACIN Soluble Dressing: FURACIN 0.2% in water- 
soluble ointment-like base of polyethylene glycols. 


sprinkle FURACIN Soluble Powder: FURACIN 0.2% in powder 
base of water-soluble polyethylene glycols. Shaker-top vial. 


spray FURACIN Solution: FURACIN 0.2% in liquid vehicle of 
polyethylene glycols 65%, wetting agent 0.3% and water. 


EATON LABORATORIES, NORWICH, N.Y. 


Nitrofurans—a NEW class of antimicrobials—neither antibiotics nor sulfonamides onl J, 


Journa A.O.A. 
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Agonizing headaches caused by sinus congestion can often 
be relieved by use of Iodo-Niacin to promote drainage and 
aeration. 


We constantly receive letters from physicians who report 
excellent results from palliative treatment with Iodo-Niacin. 


lodo-Niacin* tablets contain potassium iodide 135 mg. 
(2% gr.) and niacinamide hydroiodide 25 mg. (% gr.), 
slosol coated pink. Average dose, 2 tablets three times a day. 
Iodo-Niacin is also supplied in ampuls for 
emergency intramuscular or intravenous use. 
Published reports** show that Iodo-Niacin 


may be administered in full dosage for a year 
or longer without any hazard of iodism. 


*U.S. PATENT PENDING 


**Am. J. Digest. Dis. 22:5, 1955 


=Write for professional samples And literature 


Cole Chemical Company AOS-2 
3721-27 Laclede Ave., St. Louis 8, Mo. 


Gentlemen: Please send me professional literature and samples of 1000-NIACIN. 


St. Louis 8, Mo. ZONE. STATE. 
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help reduce 
the pressures 
IN your 
patients 


for total management 
of your hypertensive 
patients rely upon 


Raudixin provides gradual, sustained lowering of 
blood pressure in hypertensive patients, as well as 


a mild bradycardia. Hence, the work load of the, 


heart is reduced. 

“|... often preferred to reserpine in private 
practice because of the additional activity 
of the whole root.” 


Corrin, K. M.: Am. Pract. & Dig. Treatment 8:721 (May) 1957. 


7 Squibb Quality—the Priceless Ingredient 


help reduce 
the pressures 
ON your 


patients 


Tranquilizing Raudixin helps relax be anxious 
hypertensive patient so that he is better able to 
cope with external pressures without being over- 
whelmed by them. By reduéing these anxieties and 
tensions, Raudixin helps break the mental tension 
—hypertension cycles 

Dosage: Two 100 mg. mie once Sally; may be adjusted 


within range of 50 to 300 mg. Supply: 50 and 100 mg. tablets. 
Bottles of 100, 5000. 


* 1S A SQUIBB TRADEMARK 


Journat A.O.A, 
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Ethoheptazine Citrate with Acetylsalicylic Acid, Wyeth 


for everyday pain control... 


for your many patients requiring 
potent analgesia but not an injected narcotic 


Proved by extensive evaluation'?} in 1998 patients in diverse 
areas of medicine and surgery, including: 


arthritis, bursitis, early metastatic carcinoma, fibrositis, 
grippe, herpes zoster, ligamental strain, low back pain, 
menstrual pain, myalgia, myositis, neuritis, pleurisy, 
postoperative pain, postpartum pain, sciatica, trauma, 
dental pain 


e exclusive Wyeth non-narcotic analgesic plus 
anti-inflammatory action 


© prompt, potent action—as potent as codeine 
e documented effectiveness and safety!” 


Supplied: Tablets, bottles of 48. Each tablet contains 75 mg. of Wyeth 
ethoheptazine citrate and 325 mg. (5 grains) of acetylsalicylic acid. 


® 
Philadelphia 1, Pa. 


1. Cass, L.J., et al.: J.A.M.A. 166:1829 (April 12) 1958. 2. Batterman, 
R.C., et al.: Am. J. M. Sc. 234:413 (Oct.) 1957. 3. Medical Department, 
Wyeth: Final Report on the Clinical Evaluation of Zactirin. 
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Now-— 
“A BACTERIOSTATIC BATH’* 


Controls Oropharyngeal Infections 
and Relieves Discomfort Quickly 


Chewing ORABIOTIC releases a soothing flow of saliva laden with two locally 
potent and complementary antibiotics—neomycin and gramicidin—plus a 
topical analgesic, propesin, which is more effective than benzocaine. 


NON-SENSITIZING AND NON-IRRITATING. 


NEW ANTIBIOTIC-ANALGESIC CHEWING GUM TROCHES 


for topical treatment or prophylaxis 


For the relief of postoperative discomfort and the 
prevention of secondary hemorrhage following ton- 
sillectomy. Valuable also as a topical adjunct to 
systemic treatment of bacterial infections of the 
mouth and throat. 

EACH TROCHE CONTAINS: neomycin 3.5 mg., gramici- 
din 0.25 mg., and propesin 2.0 mg. IN PACKAGES OF 
10 AND 20. One troche chewed for 10-15 min. q. 4h. 


WHITE LABORATORIES, INC., KENILWORTH, N. J. 


*Granberry, C., and Beatrous, W.P.: The Effect of an Antibiotic Chewing 
Troche on Post-Tonsillectomy Morbidity, E.E.N.T. Monthly (May) 1957. 
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BACK PAIN 
TORTICOLLIS 
BURSITIS and 
ANXIETY STATES 


Trane 


and TRANQUILIZER 


_ Unrelated chemically to any other therapeutic agent in 
_ current use. Better tolerated and safer than older drugs. 
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“We have just 
started using it 
[Trancopal] for 
relaxing spastic 
musculature and 
are very much 
encouraged.” 


Baker, University of 
Minnesota Medical 
School 


MUSCLE RELAXANT 
and TRANQUILIZER 


“Chlormethazanone 
[Trancopal] not only 
relieved painful muscle 
spasm, but allowed the 
patients to resume 
their normal activities 
with no interference 
in performance of 
either manual or 
intellectual tasks.”? 
Lichtman, New York 


Polyclinic Medical School 
and Hospital 


“The effect of this 
preparation in these 
cases [skeletal muscle 
spasm] was excellent 
and prompt .. 


Mullin and Epifano, Long 
Island College Hospital 


“In 120 patients 


with anxiety or tension 
states, 114 received 
satisfactory control of 
their condition. Severe 
dysmenorrhea and 
premenstrual tension 

in 65 patients refractory 
to the usual medications 
were relieved 


satisfactorily 
in 56.”4 


Lichtman 


Ta | 
patients 


91% Effective in Musculoskeletal Disorders 


Indications 


5 89% Effective in Psychogenic Disorders 


Indications Degree of E 'ffectiveness' 


The results of clinical studies of over 4092 patients tExcellent, good and fair 


by 105 physicians demonstrate that Trancopal often is _ Dosage: 


effective when other drugs have failed. From these Usual adult dose, 1 Caplet 
Nias hel hat T 1 babl id (100 mg.) three or four times 

studies it is clear that Trancopal probably can provide daily. Children (from 5 to 12 
more help for a greater number of tense, spastic, years) , % Caplet (50 mg.) 

y three or four times daily. 
and/or emotionally upset patients than any other osieuiaeds 

upplied: 
pharmaceutical agent in current use. Trancopal Caplets® (peach 


colored, scored) 100 mg., 


‘ | | bottles of 100 and 1000. 


Degree of E \ffectiveness* 
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Trancopal Caplets (peach colored, scored) 
100 mg., bottles of 100 and 1000. 


1. Baker, A.B.: Drugs to relieve increased tonus, 
spasticity, and rigidity of muscles, Modern Med. 
26: 140, April 15, 1958 + 2. Lichtman, A. L.: 
New developments in muscle relaxant therapy, 
Kentucky Acad. Gen. Pract.J. 4: 28, Oct., 1958. 
* 3. Mullin, W. G., and Epifano, Leonard: To 
be published. « 4. Lichtman, A. L.: To be pub- 
lished. « 5. Cooperative Study, Department of 
Medical R h, Winthrop Lab ri 


MUSCLE RELAXANT 
and TRANQUILIZER 


Low back pain (lumbago) Anxiety and tension states 


Neck pain (torticollis, etc.) Dysmenorrhea 
Bursitis Premenstrual tension 
Rheumatoid arthritis Asthma 
Osteoarthritis Angina pectoris 


Disk syndrome 
Fibrositis 
Joint disorders (ankle sprain, 


tennis elbow, etc.) Muscle spasm (in paralysis 
Myositis agitans, multiple sclerosis, 
Postoperative myalgias hemiplegia, cerebral palsy) 


“As Safe As Aspirin” 


LDge In Mice 
~ Usual Human Dose 


Comparative pharmacologic tests showed that INCIDENCE OF SIDE 


Trancopal is up to thirteen times as safe, or EFFECTS WITH TRANCOPAL — 
up to thirteen times less toxic. The measure of IN 4262 PATIENTS. 


safety was the LDgo in mice/usual human dose. 


withnop Laboratories * New York 18, N.Y. 


Trancopat (brand of chiormethszanone) and Caplets, trademarks reg. U.S. Pat. Off. Printed in U.S. A. (4067) 
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8B ood pressure, pulse rate, 
piration and digestive process- 
es unaffected by therape 
d osage. No effects on hemato- 
system or liver and Kid- 
No clouding of consciousness, | Patients 
sct, even in high dosage. side e 


| Heiaber| 
IRWIN, NEISLER & CO. 
Decatur, Illinois 


dieting 


The patient complains: “I feel nervous, irri- 
table, tense, miserable and depressed from 
my diet. Maybe | should just stay fat because 
DIETING IS TORTURE!” 
for the patient who can't stay on a diet 
prescribe the diet but add 


Obocell TF 


Obocell TF (tension formula) contains an 
antidisturbant, methapyrilene, to help the 
obese patient endure a strict diet. Metha- 
pyrilene is not a barbiturate, does not pro- 
duce barbiturate side effects. Obocell TF 
combines this antidisturbant with d-am- 
phetamine phosphate to curb the appetite 
and provide a ‘‘controlled lift’’ eliminat- 
ing possible CNS overstimulation. Thus 
Obocell TF suppresses the appetite and, in 
addition, controls bulk hunger with Nicel. 
It can be given in the evening to combat the 
night-eating syndrome without disturbing 
sleep. 


Each Obocell TF tablet contains: 


Methapyrilene, an antidisturbant 
d-amphetamine phosphate (dibasic)... 
Nicel, non-nutritive, hydrophilic 


For Rx economy prescribe Obocell TF in 100’s. 


Photo by Weegee 
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you 
can prescribe for 
more 
patients 


unsurpassed 
therapy... 
with 
great security... 


Triamcinolone LEDERLE 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, N.Y. 


Since its introduction in early 1958, aristocorT has been carefully investigated by 
many of this country’s leading clinicians, and has been used successfully in the 
treatment of many thousands of patients. From these studies and reports on therapy, 
several conclusions have now been established: 


you can prescribe for more patients... 

Patients who failed to achieve adequate symptomatic improvement on earlier 
corticosteroids, or where improvement was not maintained, or who developed serious 
hormonal reactions may be treated with highly successful results with ARISTOCORT. 

In addition, those patients who previously could not be treated with corticosteroids 
because of edema, hypertension, cardiac disease, and overweight are often 
successfully treated with ARISTOCORT. 


you can prescribe for more patients unsurpassed therapy... 


ARISTOCORT provides effective anti-rheumatic, anti-inflammatory and anti-allergic 
control on dosages averaging 1/ to % those of prednisone and prednisolone, 1/, the dosage 
with hydrocortisone and 1% the dosage with cortisone. 


you can prescribe for more patients with great security... 
With aristocort there has been freedom from sodium and water retention, absence 

of potassium depletion, psychic equilibrium is rarely disturbed, a low incidence of peptic 
ulcer and a low incidence of osteoporosis with compression fracture. 


Indications: Rheumatoid arthritis, bronchial asthma, perennial rhinitis, other respiratory allergies, 
psoriasis, other inflammatory and allergic dermatoses, disseminated lupus erythematosus, nephrotic 
syndrome, pulmonary emphysema and fibrosis, palliation in neoplastic diseases such as 
the leukemias and lymphomas. 


Supplied: 1 mg. scored tablets (yellow) ; 2 mg. scored tablets (pink) ; 4 mg. scored tablets (white). 


NEW! Aristocort Cream (Triamcinolone Acetonide Cream 0.1% LEDERLE) for dermatologic use 


Lederle 
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Hollister Ident-A-Band?3 the original, 


"First the ‘pause for | 
patient identification’— 
and then the medication.” 


the positive all-patient, on-patient identification 


Just a glance . . . a short “pause for patient identification.” 
But a /ong step away from medication-errors. In hospital 
after hospital, the risk of liability due to errors went down 
when Ident-A-Band went in. Only Ident-A-Band is sealed 
... Sealed so sure that the band must be destroyed to remove 
it. Can't be replaced or switched to another patient. That's 
why the risk of liability goes down when the Ident-A-Band 
system goes in. 


The Ident-A-Band bears your hospital name, and the in- 
sert card has space for all the information you may want 
to include. The non-irritating, skin-soft band assures pa- 
tients that you are thinking of their comfort as well as 
their safety. In addition to its original positive seal, Ident- 
A-Band now offers two new finger-pressure seals, thus 
meeting every need of every department. Write for samples, 
prices and complete information. 


Holl ister ak C. Hollister Company, 833 North Orleans St., Chicago 10, Illinois 
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DEXAMETHASONE 


to treat more patients more effectively. 


a new order of magnitude in therapeutic effectiveness 
a new order of magnitude in margin of safety 


Excellent and good-to-excellent results are reportedt with 
DECADRON in nearly all of 362 patients with various allergic 
disorders, including a number of cases who had failed to 
respond to other corticosteroids. No major reactions were 
observed in these extensive clinical studies even after four 
months of continuous therapy—DECADRON produced no 
peptic ulcer, no diabetes, no significant hypertension, no 
sodium retention, no potassium depletion, no edema, no 
undesirable psychic reactions, and no unusual or new side 
effects. Less than five per cent of patients experienced minor 
reactions, none of which prevented continuing administra- 
tion of DECADRON. 

Moreover, several investigators report that side effects in- 
duced by previous corticosteroid therapy such as gastric 


intolerance, peripheral edema, headache, vertigo, muscle 
weakness, ecchymoses, flushing, sweating, moon facies, 
hypertension, hirsutism, and acne often disappeared during 
therapy with DECADRON. tAnalysis of clinical reports. 
Dosage: One 0.75 mg. tablet of DECADRON will replace one 4 mg. 
tablet of methylprednisolone or triamcinolone, one 5 mg. tablet of 
prednisone or prednisolone, one 20 mg. tablet of hydrocortisone, or 
one 25 mg. tablet of cortisone. 
Detailed information on dosage and precautions is available to phy- 
sicians on request. 
Supplied: As 0.75 and 0.5 mg. scored, pentagon-shaped tablets in 
bottles of 100. 
—- Merck & Co., Inc. *DECADRON is a trademark of Merck & 
Inc. 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA, 
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‘CARDILATE 


SUBLINGUAL TABLETS 


ANGINA PECTORIS 


“Nitroglycerin and erythro] tetranitrate when administered 
sublingually are among the most effective of all prophylactic 
agents available for the treatment of patients with angina pec- 
toris. The comparatively prolonged duration of action of ery- 
throl tetranitrate makes it especially valuable for clinical use.” 


Riseman, J. E. F., et al.: Circulation 17:22, 1958 


Sublingual administration obviates inactivation of 
nitrites in gastrointestinal tract. 


Most closely approximates nitroglycerin in frequency 
and degree of effectiveness. 


‘Cardilate’ brand Erythrol Tetranitrate 
Sublingual Tablets 15 mg., scored. 


Tuckahoe, New York 
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Until you provide 


GREATER RELIEF 
with longer-acting* 


as 12 hours. 


provides relief for as long 


*A single dose 


Novahistine LPt combines the action of a 
quick-acting sympathomimetic with an 
antihistaminic drug for a greater decon- 


gestive effect. 


Each LP tablet contains: 
Phenylephrine hydrochloride....-- 20 mg. 
Chlorprophenpyridamine maleate. 4 mg. 
Supplied in bottles of 50 and 250 tablets. 
Usual dose: Two tablets, morning and 
evening. For mild cases (and children), 


1 tablet. Occasional patients may require 
a third daily dose, which can be safely 
given. {Trademark 
PITMAN-MOORE COMPANY 


DIVISION OF ALLIED LABORATORIES, INC. 
INDIANAPOLIS 6, INDIANA 
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as well as subacute and 
chronic skin diseases 


‘prompt 


TARCORTIN was prescribed for 


patients presenting very acute 
episodes of atopic dermatitis, 
contact dermatitis, psoriasis, 
chronic Infectious eczematoid 
dermatitis, and other eczematous 
dermatoses ...we were able to 
achieve prompt remissions...’ 

1. Welsh, A. L., and Ede, M.: J.A.M.A. 
186:1588, 1958. 

Additional Clinical Publications on Tarcortin: 


Clyman, S. G.: Postgrad. Med. 21:309, 
1957 » Bleiberg, J.: J. M. Soc. New Jersey 
53:37, 1956 » Abrams, B. P., and Shaw, C.: 
Clin. Med, $:839, 1956 Bieiberg, J.: 

Am. Practitioner 8:1404, 1957 


Hydrocortisone 0.5% and Special Coal Tar Extract 5% (TARSONIS®) In a 
greaseless, stainless vanishing cream base. In tubes of 7 gm. and 1 oz. 


ALSO AVAILABLE: 
FOR DRY SCALY ECZEMAS, AND WHEN INFECTION IS PRESENT OR ANTICIPATED 


Ointment Hydrocortisone 0.5%, Neomycin (as Sulphate) 0.35% and Specie! Coal Ter 
Extract 5%. In tubes of 7 gm. and 1 oz. 


REED & CARNRICK 
Jersey City 6, New Jersey 
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In effective hemostasis—blood clotting 
\) is only part of the mechanism 


SALICYLATE 


(Brand of carbazochrome salicylate) 


to control oozing and bleeding 


Many surgeons and researchers concur that blood clotting is 
only part of the mechanism of hemostasis. Roskam, in his 
monograph “‘Arrest of Bleeding”! says “‘. . . effective spontaneous 
hemostasis is undoubtedly achieved by the combined action of 
at least three processes: (1) the formation of a white thrombus 
at the mouth of vascular wounds; (2) the coagulation of the 
blood; (3) the contraction of injured arteries and veins.” 


Another study points out that “The majority of tonsillo- 
adenoidal hemorrhages are due to a defect of the vascular bed, 
rather than to a coagulation defect.’’? This study recommends 
that Adrenosem be used both preoperatively and postopera- 
tively to maintain vascular integrity. 


A current review concludes: ‘‘The data assembled over a four 
year period bearing on the use of Adrenosem salicylate in the 
control of hemorrhage from the nose and throat warrant the 
following conclusions. The routine preoperative use of this 
drug in tonsil and adenoid surgery reduces bleeding at the time 
of operation and oozing in the immediate postoperative period. 
As a result the operating time is reduced and fewer patients 
require suture of the tonsil fossa to control bleeding.’’? 


Adrenosem controls bleeding and oozing by decreasing capillary 
permeability and by promoting the retraction of severed capillary 
ends. These actions are of prime importance in achieving 
effective hemostasis. 


Adrenosem is supplied: Ampuls, 1 cc., 5 mg.; Tablets, 1 and | 
2.5 mg.; Syrup, each 5 cc., 2.5 mg. Potency of all dosage forms 
stated in terms of the active ingredient, adrenochrome mono- 

semicarbazone. 


*U.S. Pat. 2581850, 2506294 


1. Roskam, J.: Arrest of Bleeding, 
Charles C. Thomas, Springfield, lili- 
nois, 1954. 


2. Coyle, J.E.: Analysis of Blood and 
Vascular Factors in the Prophylaxis 


of Tonsillo-Adenoidal Hemorrhage, on ° 
Laryngoscope, 10:1029 (Oct. 1957). describing the action and 


3. Peele, J.C.: Control of Hemorrhage 
from the Nose and Throat, Med. uses of Adrenosem Salicylate. 
Times, 10:1228 (Oct. 1958). 


Write for literature 


THE S. €. Miassencite COMPANY 


BRISTOL, TENNESSEE - NEW YORK - KANSAS CITY + SAN FRANCISCO 


re-evaluating tranquilizers? 


READ WHAT CLINICIANS ARE 
NOW SAYING ABOUT ATARAX’ 


(brand of hydroxyzine) 


WORKING ADULTS 
well suited for 


latory patients who mast. 
work, 2 car, oF 


GERIATRICS 
“ability to decide correctly 
has increased, while the 

jilogical response to anxiety 
has diminished. 


ATARAX is “effective in 
controlling tension and 
anxiety... Its safety makes 
excellent drug 


“ATARAX appeared to reduce — 
anxiety and restlessness, 

improve sleep patterns and 
make the child more amenable 
_ to the development of new — 


INVESTIGATORS AGREE ON OPTIMAL ATARAX DOSAGES 


For childhood 10 mg 3-6 years, one tablet t.i.d. : et Tablets, bottles 
behavior disorders tablets over 6 years, two tablets t.i.d. : of 100. Syrup, pint bottles. 
Syrup 3-6 years, one tsp. tid. Parenteral Solution, 10 cc. 


over 6 years, two tsp. t.i.d. ¢ multiple-dose vials. 


For adult tension 25 mg. one tablet q.i.d. et Am. 1. J.0., 
i at. n. 10} meri co 
Syrup one tbsp. q.i.d. 73 (aug. 1988, 3. aya, 
For severe emotional 100 mg. one tablet t.i.d. 
disturbances tablets New York. 
a 
For adult psychiatric Parenteral | 25-50 mg. (1-2 cc.) intramus- ¢ 5. Coirault, i, et al.: 
and emotional Solution cularly, 3-4 times daily, at $ méd. 64:2239 (Dec. 26) 1956 
emergencies 4-hour intervals. Dosage for . 6.Bayart, J.: Presented at 
children under 12 not : the International Congress of 
established. 2 Denmark, July 22-27" 1956. 


® 
| | ) New York 17, N.Y. 
x Division, Chas. Pfizer & Co., 
Science for the World's Well-being 


Vot. 58, Fes. 1959 
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DYNAMIC IN BOTH BASIC 


Acetazolamide Lederle 


SINGLE 
DRUG CONTROL 
OF SIMPLE 
EDEMA 


DIAMOX mobilizes excess tissue fluids through simple but 
dynamic bicarbonate-transport regulation. Inhibiting the enzymatic 
action of carbonic anhydrase, DIAMOX blocks renal reabsorption 
of bicarbonate, sodium and water and reroutes them into 

excretory channels. 


In most simple edema, one DIAMOX daily produces ample 
diuresis . . . safely—nontoxic and nonirritating to renal or gastric 
areas; no notable changes in blood pressure or electrolyte balance. 
Because DIAMOX is rapidly excreted, dosage is easily adjusted 
and does not interfere with sleep. 


cardiac edema premenstrual tension - edema of pregnancy obesity 
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DIURETIC REGIMENS 


the HCO; regulating diuretic 


DOUBLE 
DRUG CONTROL 
OF INTENSIVE 
DIURESIS 


Alternating DIAMOX with chloride-transport regulating diuretics achieves 
more dynamic diuresis than with either alone. By counterbalancing the 
tendency of these agents to produce systemic alkalosis, 

DIAMOX helps potentiate the diuretic effect, lessen risk of acquired 
tolerance and prolong intensive diuresis. 


advanced congestive heart failure - refractory toxemia of pregnancy 


ALSO EXCEPTIONALLY VALUABLE IN GLAUCOMA AND EPILEPSY 


Although mode of action has not been exactly defined in either instance, 
clinical experience has repeatedly proved DIAMOX a safe, efficient means 
of reducing intraocular pressure in glaucoma and controlling seizures in 
both young and adult epileptics. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 


Vor. 58, Fes. 1959 
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did you forget about osteopathic Christmas Seals? 


$75,000 


$45,000 = 90 Student Loans 
30,000 = Research 


60,000 — 


45,000 


19,720 == Research 


30,000 — 


15,000 — 


A-126 


Without funds from the Seal Campaign, sev- 
eral students may have to leave their studies 
in osteopathic colleges. Vital research projects 
may be discontinued for lack of money. Student 
loans and research share the seal returns as a 
separate project from the profession’s other 
fund-raising efforts. 

For the past several years, osteopathic 
Christmas Seals have brought an increasing 
sum for these two needs. This year, the cam- 
paign is lagging. If it does not gain momentum, 
it will be doubly costly to the students who 
must leave school without this help. 


The AOA student loan committee expects 
requests this year for at least 150 loans, 55 
more than were granted last year. Already, it 
has approved 113 loans, some to use money it 
doesn’t have as yet. Even with the loan fund’s 
60 per cent of the $75,000 seal goal, money 
would be provided for only 90 minimum loans 
of $500. Some money comes from repayment 
of earlier loans — but not nearly enough. 


The reasons for the greater need: 


The rising costs which you share upset many 
precarious student budgets .. . 


The recession of past months wiped out many 
part-time jobs... 


Only 15 per cent of today’s students have G.I. 
benefits, compared with 86 per cent of 1951... 


The government’s loan program has not been 
put into effect and would benefit only one or 
two students in each school at best... 


If you have failed to send your contribution, 
or to follow through on your packets, please 
take the time from your busy day to help the 
future of your profession. 
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“THE MOST EFFECTIVE 
DRUG EVER USED"’ 


INE 


brand of meclizine hydrochloride 


to prevent vertigo, nausea, vomiting 
as in pregnancy 


BONAMINE gives more complete 
and longer-acting protection — 
often for 24 hours, with a rare in- 
cidence of untoward effects.2 In 
contrast to other agents, ‘‘per- 
centage of patients obtaining an 
excellent response...is greater... 
Also, there are fewer therapeutic 
failures” —“‘at least 90 per cent of 
the patients improve under this 
medication’’2 


Also indicated for vertigo, nausea, 
vomiting in: cerebral arterioscle- 
rosis » other geriatric conditions 
pediatric infections postopera- 
tive patients = opiate or other drug 
therapy * radiation therapy, Men- 
iére’s syndrome, fenestration 
procedures, labyrinthitis = motion 
sickness. 

BONAMINE Tablets, scored, Seton, 25 mg. 
Boxes of 8, bottles of 1 100 and 500. 

flavored, ackag' 


1. McKenna, C. J.: Am. Pract. & Digest Treat. 
6:417, 1955. 2. Moyer, J. H.: M. Clin, North 
America, March, 1957, p. 405. *Trademark 


before the 
“morning spin” 
sets in 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, N. Y. 
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no asthma symptoms. Chronic asthmatic patients stay 
symptom-free with Tedral...the safe, effective, low-cost antiasthmatic designed 
for prolonged therapy. No single drug can equal Tedral in protecting against 
bronchial constriction, mucous congestion, and apprehension round-the-clock. 


Dosage: 1 or 2 Tedral ® 

tablets q.4.h. plus 1 or 2 

Tedral Enteric Coated a, 
(delayed action) with the { 

regular dosage at bedtime. 


the dependable antiasthmatic 


MORRIS PLAING. 
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§ prompt, aggressive 
antibiotic action 

sa reliable defense against 
monilial complications 


both are often needed when 


bacterial infection occurs 


for a direct strike at infection 
Mysteclin-V contains tetracycline phosphate complex 


It provides a direct strike at all tetracycline-susceptible organisms (most pathogenic bacteria, certain rickett- 
sias, certain large viruses, and Endamoeba histolytica). 


It provides the new chemical form of the world’s most widely prescribed broad spectrum antibiotic. 


It provides unsurpassed initial blood levels — higher and faster than older forms of tetracycline — for the most 
rapid transport of the antibiotic to the site of infection. 


for protection against monilial complications 
Mysteclin-V contains Mycostatin 


It provides the antifungal antibiotic, first tested and clinically confirmed by Squibb, with specific ac action against 
Candida (Monilia) albicans. 


It acts to prevent the monilial overgrowth which frequently occurs whenever tetracycline or any other broad 
spectrum antibiotic is used. 


It protects your patient against antibiotic-induced intestinal moniliasis and its complications, including vaginal 
and anogenital moniliasis, even potentially fatal systemic moniliasis. 


MYSTECLIN-V 


Squibb Tetracycline Phosphate Complex (Sumycin) and Nystatin (Mycostatin) 


Capsules (250 mg./250,000 u.), bottles of 16 and 100. Half-strength Capsules (125 mg./125,000 u.), bottles of 16 and 100. 
Suspension (125 mg./125,000 u. per 5 cc.) 60 cc. bottles. Pediatric Drops (100 mg./100,000 u. per cc.). 10 cc. dropper bottles. 


ah Squibb Quality — the Priceless Ingredient 


MYSTECLIN “, SUMYCIN AND MYCOSTATIN © ARE SQUIBB TRADEMARKS 
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Doctors, too, like “Premarin? 


_ doctor’s room in the hospital 
is used for a variety of reasons. 
Most any morning, you will find the 
internist talking with the surgeon, 
the resident discussing a case with 
the gynecologist, or the pediatrician 
in for a cigarette. It’s sort of a club, 
this room, and it’s a good place to 
get the low-down on “Premarin” 
therapy. 


If you listen, you’ll learn not only 
that doctors like “Premarin,” but 
why they like it. 

The reasons are. fairly simple. 
Doctors like “Premarin,” in the first 
place, because it really relieves the 
symptoms of the menopause. It 
doesn’t just mask them — it replaces 
what the patient lacks — natural es- 
trogen. Furthermore, if the patient 


is suffering from headache, insomnia, 
and arthritic-like symptoms due to 
estrogen deficiency, “Premarin” takes 
care of that, too. 

“Premarin,” conjugated estrogens 
(equine), is available as tablets and 
liquid, and also in combination with 
meprobamate or methyltestosterone. 
Ayerst Laboratories * New York fo 
16, N. Y. * Montreal, Canada 
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Your child patients 
will take their vitamins daily — . 


as you recommend them — 
when you prescribe 


{chocolate-like vitamin-mineral nuggets) 


as soon 
are 
able to chew 


52% of children in the “in between” age group from 2 to 9 
years take no vitamin supplement regularly. When vitamin 
drops and liquids have been abandoned, DELECTAVITES 
assure continuous, uninterrupted vitamin supplementation. 


2.5 
units Tint. units 
Dese: Only one chocolate De- : See 


lectavites nugget each 
day. Box of 30 (one 
month's supply), and 90 
{three months’ supply). 


} WHITE LABORATORIES, INC, KENILWORTH, N. J. 
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Its Unfailing Dependability 


Inspires the Utmost Confidence 


Gomco No. 765-A 
Thermotic® Drainage 
Pump 


\ 


Contributing to patient confidence is an import- 
ant function of physician, nurses and staff. Fine 
equipment plays its part, too — such as the Gomco 
No. 765-A Thermotic® Drainage Pump perform- 
ing gastric lavage. 


This economical Gomco stand-mounted unit is 
entirely automatic. Easily set up, it operates with 
quiet, gentle, intermittent action to deliver un- 
varying suction for all mild drainage. It is ideal 
for duodenal or fistula drainage, drainage follow- 
ing prostatectomy, abdominal decompression, 
gastric lavage, blood procurement. The non- 
mechanical, positive-action pump can be operated 
continuously without attention or lessening of 
drainage effectiveness. Suction system permits set- 
tings at 90 mm. or 120 mm. of mercury. 


The Gomco Aerovent® valve provides automatic 
overflow protection. Pump damage from flooding 
is prevented; operation is restored in seconds 
by emptying the suction bottle. 


Investigate the many exclusive advantages of this 
and other Gomco equipment. A phone call to 
your Gomco dealer will arrange a demonstration 
at your convenience. 


 GOMCO SURGICAL MANUFACTURING CORP. 


830-M E. Ferry St., Buffalo 11, N. Y. 


Distributed Outside the U.S A. and Canada by: INTERNATIONAL GENERAL ELECTRIC COMPANY 
150 East 42nd Street, New York 17, N.Y. 


A-132 


Journat A.O.A. 


\ 
| 


Vor. 58, Fes. 1959 


sive vitamin-mineral formula is ideal in’ 2 
frank nutritional deficiency states (VITERRA | 
(viterRA Capsules, viTeRRA Tastitabs® and ready to resist 
viTeRRA Pediatric). 
cies are indicated. ee 
VITERRA Capsules: 10 vitamins, 11 min- 
Now in a soft, soluble capsule this small 
for added patient convenience. 
dren like it best. Chew it, swallow it, let” 
it melt in the mouth. Dissolve it in liquids, © 
rescribe po delicious 

VITERRA atric in the unique new 
Dosage: usually one capsule or 
Tastitab daily. 
TASTITABS: bottles of 100. 
VITERRA PEDIATRIC: 50 cc. bottles. 


VITERRA on his regimen! This comprehen 
Therapeutic) or in daily qe ee 
VITERRA Therapeutic: when high poten- 
erals for balanced daily supplementation. : 
VITERRA Tastitabs: viterra the way chil- 4 
or add it to the formula. 

Metered- Flow bottle. 

Supplied: capsutes: in 30’s and 100’s. 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World's Well-Being 
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POSITIVE EVIDENCE 
THAT “MEDIATRIC” INCREASES 
MUSCLE STRENGTH 


in six weeks’ time, left hand grip strength increased 
~ from 20 to 52 pounds—nearly doubled in right hand.* 


Ran 


* Patient E. H., male, age 88, started 

on “Mediatric” July 24, 1952. Right 
hand grip strength measured 32 pounds, 
left hand, 20 pounds. Six weeks later, 
grip strength improved to 62 and 52 

_ pounds, respectively. On June 29, 1954, 
after continuous therapy both right and 
left band grip strength registered 

100 pounds. 


_ 
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improved grip strength with steroid-nutritional therapy 
objectively demonstrated by mechanical tests 


Muscle performance in terms of power, endurance, and coordination 
has been evaluated in a series of patients before and after “Mediatric” 
therapy.’ Grip strength measured by dynamometer and tested at 
periodic intervals showed remarkable improvement — averaging 60 
per cent in right hand and more than 100 per cent in left, even in relatively short periods of 
time. Other musculo-skeletal tests were equally successful. 


“Mediatric” contains estrogen and androgen in amounts that will help counteract declining 


gonadal hormone secretion, maintain a positive nitrogen balance, and promote — of 
protein in muscle, bone and other tissues. 


Combining both steroids and important nutritional supplements such as vitamin C, B,2, other 
B vitamins and ferrous sulfate, “Mediatric” brings about increase in physical strength, 
overcomes general malaise, easy fatigability, lack of interest and vague pains in the bones and 
joints. In addition, “Mediatric” improves mental outlook and its general “tonic” effect is of 
especial benefit to your patient. 


each capsule or tablet contains: Thiamine mononitrate (By). ...00600.02++- 10.0 mg. 

Riboflavin (Be) ee ee 5.0 mg. 

Conjugated estrogen: equine ("Premarin”®).. 0.25 mg. Pyridoxine HG! 

Vitamin C (ascorbic acid)... +.-100.0 mg. 

Vitamin Bro ANTIDEPRESSANT 

with intrinsic factor concentrate......1/6 U.S.P. Unit d-Desoxyephedrine HCl. 1.0 mg. 


Suggested Dosages: Male — 1 capsule or 1 tablet daily, or as required. Female — 1 capsule or 1 tablet daily, or as required, 
taken in 21 day courses with a rest period of one week between courses. 

Supplied: Capsules — No. 252 — Bottles of 30, 100, and 1,000. Tablets - No. 752 — Bottles of 100 and 1,000. 

Also available: “Mediatric” Liquid — No. 910 — Bottles of 16 fluidounces and 1 gallon. 


1. Perlman, R. M., and Dorinson, S. M.: Presented before the Third Congress of 4 
the International Association of Gerontology, London, England, July 19-23, 1954. 
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WHEN THE TECHNIQUE 
CALLS FOR A DIAPHRAGM... 


the trend is toward the 


DIAPHRAGM wort 


Six reasons why physicians 
are recommending Koro-Flex 


1. Ease of insertion, auto- 
matic placement. 

2. Reduces physician's fit- 
ting, instruction periods. 

3. Develops patients’ confi- 
dence. 


4. Folds behind pubic bone 
with suction-like action, 
forming an effective barrier. 
| 5. Locks in spermicidal lu- 
bricant, delivers it directly 
under and next to the os 
| uteri. 
6. Simple to remove. 


KORO-FLEX (contouring) Diaphragm ac- 
ceptable, not only where ordinary coil- 
spring diaphragms are indicated but 
for Flat rim (Mensinga) type as well. 


Suggest the convenient-economical 
KORO-FLEX COMPACT 60-95 mm 


Feminine Clutch-style 
bag with zipper 
closure. 
Diaphragm, 
tube KOROMEX 
Jelly (3 02.) 
Cream (1 

0z. trial size). 


CONTOURING SPR 


Available in all prescription pharma- 
cies. Write for descriptive literature. 
The coil spring diaphragm is available 
in the Koromex Compact. 


HOLLAND-RANTOS CO., INC. 
Manufacturers of KOROMEX Products 
145 Hudson Street, New York 13, N. Y. 
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THE AMERICAN OSTEOPATHIC ASSOCIATION 


announces the 


for graduate training made available through the cooperation of 


Continuing progress in American medicine depends 
on how well today’s young physicians are fitted for 
the challenging tasks that lie ahead. Every possi- 
ble means.of developing their skills and knowledge 
must be pursued. 

In support of this position, Mead Johnson & Com- 
pany is making available to osteopathic physicians 
six $1,000 Annual Awards for full time fellowship 
training in fields of special interest. 

.In 1959, four fellowship grants will be given in 
general practice, one in pediatrics, and one in ob- 


stetrics and gynecology. Fellowship training is to be 
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MEAD JOHNSON & COMPANY 


taken in an osteopathic college or college-affiliated 
hospital. 

Grants are available to osteopathic graduates of 
the past four years. Application forms may be se- 
cured from the American Osteopathic Association, 
212 East Ohio Street, Chicago 11. Completed appli- 
cations must be returned by May 1, 1959. 

The American Osteopathic Association administers 
the program through its Committee on Mead John- 
son Grants. As with all its Fellowship Awards, the 
role of Mead Johnson & Company is limited solely 


to the provision of funds. 
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WHENEVER SULFAS ARE INDICATED 


Sulfamethoxypyridazine Lederie 


provides therapeutic sulfa levels for 24 hours... Highly 
soluble... rapidly absorbed . . . produces fast, sustained 
plasma-tissue concentrations. Simple, easy-to-remember, 
single 0.5 Gm. daily dose. No crystalluria. } 


with low incidence of sensitivity reactions ... Extremely low 

in toxic potential. 2.3 No cutaneous or other objective 
reactions seen in a wide scale study of clinical toxicity. 2 Even 
minor subjective reactions are not expected to occur 2 or are 
reported absent * when recommended schedule is used. 


TABLETS, 0.5 Gm., bottles of 24 and 100. New ACETYL PEDIATRIC 
SUSPENSION, cherry fi d, 250 mg. sulfamethoxypyridazine activity 
per teaspoonful (5 cc.), bottles of 4 and 16 fl. oz. 


1. Editorial: New England J. Med. 258:48, 1958. 
2. Vinnicombe, J.: Antibiotic Med. & Clin. Ther. 5:474, 1958. 


3. Sheth, U. K., et al.: Ibid., p. 604, 1958. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, N. Y. Qaterte) 
*Reg. U.S. Pat. Off. 


: 
A 
i 
4 


In soft tissue infections, 


in genito-urinary infections, 


in respiratory tract staph infections... ; 
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is the logical ‘‘firet choice 


KANAMYCIN SULFATE Injection $3 
...is the logical “first choice” antibiotic 
because it is 


e bactericidal against a wide range 
of organisms 


e dramatically rapid in action 
e clinically safe in specified dosage 


e does not encourage development 
of resistant organisms 


““... leaves the least for the host to do” q 


Supply: 
Available in rubber-capped vials as a ready-to-use sterile aqueous 
solution in two concentrations (stable at room temperature in- 
definitely) : 
KANTREX (kanamycin sulfate) 0.5 Gm. in 2 ml. volume. 
KANTREX (kanamycin sulfate) 1.0 Gm. in 3 ml. volume. 


References: 
. Davies, F. G.: Annals N.Y. Acad. Sci. 76:129, 1958. 
. Finegold, S. M. et al.: Ibid. 76:319, 1958. 
. Hirsh, H. L.: Antibiotics Annual 1958-1959. In press. 
. Rutenburg, A. M., Koota, G. M., and Schweinburg, F. B.: Annals N/Y. Acad. 
Sci. 76:348, 1958. a 
. Yow, E. M., and Manzon, O. T.: Antibiotics Annual 1958-1959. In press. i 
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KANTREX Sensitivity Discs and comprebensive 
literature available on request 


Bristol LABORATORIES.INC., SYRACUSE, NEW YORK 


Clinical Reports 


“The rapidity with which 
bacteria are killed by this 
agent is reflected by the 
promptness of the clinical 
response.’’* 


“It is apparent that kanamy- 
cin is a useful drug in the 
treatment of staphylococcal 
infections, particularly those 
resistant to other anti- 
biotics. 


13 


“Urinary tract infections 
caused by such organisms as 
E. coli and the Aerobacter- 
Klebsiella group and most 
strains of Proteus responded 
favorably to kanamycin ther- 
apy with sterilization of the 
urine in 24 to 48 hours.’”’® 


Out of 43 cases of furuncu- 
losis and soft-tissue infec- 
tions, “37 healed with one 
course of treatment.’’' 


“It appears that microorgan- 
isms do not readily develop 
resistance to this agent in 
the clinical setting.’’? 
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NEW 
THERAPEUTIC 
CHEMICAL 
IN 
CONSTIPATION 


The discovery by Wilson and Dickinson! at the University of Michigan that dioctyl 
sodium sulfosuccinate could correct constipation through fecal softening action 
marked a real advance in therapy. In cases of unimpaired bowel motility this new 
physico-chemical principle presented a new means of correcting bowel dysfunction 
without the need of catharsis. 

Continuing research has now led to the development of a new therapeutic surfactant 
with more than double the surfactant effectiveness of the original dioctyl sodium sulfo- 
succinate. 

This new substance, calcium bis-(dioctyl sulfosuccinate), reduces interfacial tension 
to a minimal value at a concentration of only 0.035 per cent. A minimal value of this 
order in dynes per centimeter requires 0.1 per cent or more of the older dioctyl sodium 
sulfosuccinate. 


Calcium Bis-(Dioctyl Sulfosuccinate) 


Improved homogenization of the immis- 
cible lipoid and aqueous phases of the 
ANTERS ACIAL TENSION intestinal content depends upon maxi- 

(Oil-Water Interface) mum reduction of interfacial tension. The 


ium Bis-(Dioctyl Sulfosuccinate) greatest degree of fecal softening is 
Dynes/cm. Concentration achieved with surfactant agents capable 
55.0 0.00% of reducing interfacial tension to minimal 
values. Calcium bis-(dioctyl sulfosucci- 
13.3 0.01% nate) represents a markedly more effec- 
9.9 0.02% tive surfactant agent since maximum sur- 
factancy results from less than half the 
8.4 0.03% 
concentration of previously used surfac- 
7.4 0.035% tants 
is | DOXICAL 240 mg. SOFT GELATIN . This new chemical, definitely superior 
| CAPSULES —/or adults, one daily. © in surfactant action, is indicated in the 
- | DOXICAL 50 mg. SOFT GELATIN treatment of chronic constipation where 
dor and non-laxative fecal softening therapy is 
adults minimum needs, 
DOSAGE: | one to three daily. the preferred regimen. . 
The usual adult dose is 240 mg. daily. 
For children and adults with minimum 
i 


(May 28) 1955. needs, 50 to 150 mg. daily may be given. 


LLOYD BROTHERS, INC. 
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Costs are: 
$ .35 
5 copies ..... 1.85 
10 copies ..... 3.45 
15 copies ...... 5.10 
25 copies ...... 8.15 


100 copies ..... 33.65 


Send requests and check 


for quantity orders to: 
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You recently received your personal copy of this 
new and highly informative brochure. Since that 
mailing we have received overwhelming requests 
for quantity orders. 


It is apparent that the profession has recognized 
the value of having this publication made avaiiable 
not only to their patients but also to... 


* LEGISLATORS * CIVIC LEADERS * BUSINESSMEN 
* EDUCATORS * YOUTH GROUPS * NEWSPAPERS 


* RADIO AND TV NEWS DEPARTMENTS 


In the planning and writing stage for more than a year, 
FOCUS is a carefully written and documented brochure. 
It should be part of your patients’ waiting rooms, 

and the property of all interested groups. 


Besides answering many questions you have been 

asked numerous times by patients and friends, FOCUS 
also familiarizes them with the development of the 
profession’s colleges and their financial needs. 


Order now and take advantage of this money-saving 
plan. Since the first printing is exhausted, it is 
important that you order immediately so that the exact 
amount of the second printing can be determined. 


FOCUS ON THE FUTURE 


American Osteopathic Association 
212 East Ohio St. 
Chicago 11, Illinois 
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A workhorse 
“mycin” 

for 

common 

infections 


respiratory infections 


prompt, 
high blood levels 


consistently 
reliable 

and reproducible 
blood levels 


minimal 
adverse reactions 


With well-tolerated CYCLAMYCIN, you will find 
it possible to control many common infections 
rapidly and to do so with remarkable freedom 
from untoward reactions. CYCLAMYCIN is in- 
dicated in numerous bacterial invasions of the 
respiratory system—lobar pneumonia, bron- 
chopneumonia, tracheitis, bronchitis, and other 
acute infections. It has been proved effective 
against a wide range of organisms, such as 
pneumococci, H. influenzae, streptococci, and 
many strains of staphylococci, including some 
resistant to other “mycins.” Supplied as Cap- 
sules, 125 and 250 mg,., vials of 36; Oral 
Suspension, 125 mg. per 5-cc. teaspoonful, 
bottles of 2 fl. oz. 


CYCLAMYCIN’ 
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Triacetyloleandomycin, Wyeth 
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‘ Conforms to Code for Advertising Wip 


® 
Philadelphia 1, Pa. 
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Superior controll of 
in the it 
tient: li 
patient: 
95% effective in published cases’ or 
No. of cc 
Conditions treated Patients _ Cured > Improved Failure (D 
ALL INFECTIONS 558 30 
Respiratory infections 258 208 31 19 
Pharyngitis and/or tonsillitis 65 58 . 5 2 
Pneumonia 90 te 17 7 
Infectious asthma aa : 38 ; ~ 6 
Otitis media 31 29 o 2 - 
Other respiratory 28 17 4 7 4 
(bronchitis, bronchiolitis, sen 
bronchiectasis, pneumonitis, a 
laryngotracheitis, strep throat) 2 
Skin and soft tissue infections 230 a 38 1 
Infected wounds, incisions and 
lacerations 41 th 8 - 
Abscesses 51 43 a 8 - 
Furunculosis 58 51 o 6 1 
Acne, pustular 43 28 2 15 ~ 
Pyoderma 19 19 4 
Other skin and soft tissue 18 : 17 : 1 2 
(infected burns, cellulitis, 
impetigo, ulcers, others) 
Genitourinary infections 28 3 
Acute pyelitis and cystitis 10 8 2 
Urethritis with gonorrhea or cystitis 8 
Pyelonephritis a 3 
Salpingitis 5 1 1 
Pelvic inflammation with endometriosis 1 
Miscellaneous 42 bey | 8 4 t 
(adenitis, enteritis, enterocolitis, 
subacute bacterial endocarditis, fever, i 2 
hematoma, staphylococcus carriers, 
osteomyelitis, tenosynovitis, septic 
arthritis, acute bursitis, periarthritis) 


| | Other Tao advantages: 
Rapidly absorbed —stable in gastric acid? TAO 
Low in toxicity — freedom from side effects in 96% 
of patients treated; cessation of therapy 
Dosage and Administration: Dosage varies accord- 
tt ——K—*_c—*z—xaKwh—=<—<X— ooo ing to the severity of the infection. For adults, the 
Hit average dose is 250 mg. q.i.d.; to 500 mg. in 
more severe infections. For children 8 months to 
Cy Ce 8 years, a daily dose of approximately 30 mg./Kg. 
1 tive. Since TAO is therapeutically stable in gastric 
it may be administered without regard to 
meals. 
Supplied: TAO Capsules—250 mg. and 125 mg., 
we bottles of 60. TAO for Oral Suspension—1.5 Gm., 
— a 125 mg. per teaspoonful (5 cc.) when reconsti- 


tuted; unusually palatable cherry flavor; 2 oz. 
bottle. 


References: 1. Koch, R., and Asay, L. D.: J. Pediat., 
in press. 2. Leming, B. H., Jr., et al.: Paper presented 
at the Symposium on Antibiotics, Washington, D. C., 
Oct. 15-17, 1958. 3. Meliman, et al.: Paper presented 
at the Symposium on Antibiotics, Washington, D. C., 
Oct. 15-17, 1958. 4. Olansky, S., and McCormick, G. E., 
Jr.: Paper presented at the Symposium on Antibiotics, 
Washington, D. C., Oct. 15-17, 1958. 5. Shubin, H., 
et al.: Antibiotics Annual 1957-1958, New York, N. Y., 
Medical Encyclopedia, Inc., 1958, p. 679. 6. Isenberg, 
H., and Karelitz, S.: Paper presented at the Symposium 
on Antibiotics, Washington, D. C., Oct. 15-17, 1958. 
7. Wennersten, J. R.: Antibiotic Med. & Clin. Therapy 
5:527 (Aug.) 1958. 8. Kaplan, M. A., and Goldin, M.: 
Paper presented at the Symposium on Antibiotics, 
Washington, D. C., Oct. 15-17, 1958. 9. Truant, J. P.: 
Paper presented at the Symposium on Antibiotics, 
Washington, D. C., Oct. 15-17, 1958. 


in the 
laboratory: 


over 90% effective 
against resistant staph 


COMPARATIVE TESTS BY THREE METHODS 
(DISC, TUBE DILUTION, CYLINDER PLATE) 
ON 130 STAPHYLOCOCCI? 


Tao dosage forms— 
for specific clinical situations 


Tao Pediatric Drops 

For children — flavorful, easy to administer. 
Supplied: When reconstituted, 100 mg. per cc. 
Special calibrated droppers—5 drops (appro 
25 mg.) and 10 drops (approx. 50 mg.). 
10 cc. bottle. 


Tao-AC (Tao analgesic, antihistaminic compound) 
To eradicate pain and physical discomfort in 
respiratory disorders. 

Supplied: In bottles of 36 capsules. 


Taomip* (Tao with triple sulfas) 


For dual control of Gram-positive and Gram-nega- 
tive infections. 


Supplied: Tablets, bottles of 60. Oral Suspension, 
bottles of 60 cc. 
intramuscular or Intravenous 
For direct action—in clinical emergencies. 
Supplied: In 10 cc. vials. 


EE Antibiotic A 2-10 units ee Tao 2-15 mcg. 
s Antibiotic B 5-30 mcg. % Antibiotic D 2-15 mcg. 
O) Antibiotic C 5-30 mcg. g Antibiotic E 5-30 mcg. 


Percentage of organisms inhibited by the range of 


New York 17, N.Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World's Well-Being 


concentrations listed for each antibiotic. 
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4 42.4% 
97.7% 
39.4% 
95.5% 
93.4% 
_ | 100.0% 
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SQUIBB TRIAMCINOLONE 


for all your 
patients 
starting 

on corticoids 


Kenacort safely starts your patients 

off right — with all the benefits of 
systemic corticosteroid therapy and 

few side effects to worry about. 
Increased corticoid activity is provided 
on a low dosage schedule?~> without 
edema,!“ psychic stimulation,!- 

or adverse effect on blood pressure.?3.5 
A low sodium diet is not necessary.4:5 
Gastrointestinal disturbances are 
negligible2-4.5 with less chance of peptic 
ulcer.4 This makes Kenacort particularly 
valuable in treating your “problem 
patients” — such as the obese or 
hypertensive and the emotionally disturbed. 


REFERENCES: + 1. Freyberg, R. H.; Berntsen, 
C. A., Jr., and Hellman, L: Arth. & Rheum. 
1:215 (June) 1958. + 2. Sherwood, H., and 
Cooke, R. A.: J. Allergy 28:97 (March) 1957. 

+ 3. Shelley, W.B.; Harun, J.S., and Pillsbury, 
D. M.: J.A.M.A, 167:959 (June 21) 1958. 

4. Dubois, E.L.: California Med. 89:195 
(Sept.) 1958. + 5. Hartung, E.F.: J.A.M.A. 
167:973 (June 21) 1958. 


for all your 
arthritic 
patients 
requiring 
corticoids 


Kenacort, particularly in the treatment 
of your arthritic patients, has proved 
effective where other steroids have failed. 
It provides prompt, safe relief of pain, 
stiffness and swelling by suppressing the 
rheumatic process!:5 — and may even 
forestall crippling deformities if 

started soon enough. Because of its 
low dosage!-3 and relative freedom 

from untoward reactions, !-5 Kenacort 
provides corticosteroid benefits to many 
patients who until now have been 
difficult to control. It is particularly 
valuable for arthritic patients with 
hypertension, cardiac disease, obesity 
and those prone to psychic disturbances. 


SUPPLIED: 

Scored tablets of 1 mg. — Bottles of 50 

Scored tablets of 2 mg. — Bottles of 50 

Scored tablets of 4 mg. — Bottles of 30 and 100 


KENACORT 
A SQUIBB TRADEMARK 


Journat A.O.A, 
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THE ALL NEW 


AMERICAN SOO’ OBSTETRICAL TABLE 


Years of research in obstetrical posturing have been combined 
with a completely fresh design approach in developing the 
Amsco ‘‘800”’ table. The result is an obstetrical table so compact, 
so maneuverable and so efficient as to be truly revolutionary in 
its advantages for operative as well as perineal route delivery. 
From the narrow, flowing lines of the flexible top to the 
permanent or portable power base. . . the “800”’ is new. 


@ finger-tip controls 
@ retractable foot section 
e retractable 12” delivery shelf 
e ratchet type legholder sockets 
@ flexible head and foot sections 
e wide perineal opening for postpartum drainage 

. each is new, exclusive and vital to the convenience of the 
obstetrician and the welfare of the patient. 

Every hospital and every obstetrician will have a direct interest 
in this dramatically better table. Fully illustrated brochure 
TC-224-R is available without obligation 


AMERICAN 
manufacturer of Sterilizers, Operating 

STERILIZER 

ERTE+ PENNSYLVANIA 
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there’s pain and 
inflammation here... 
it could be mild 

or severe, acute 

or chronic, primary 
or secondary 
fibrositis—or even 
early rheumatoid 
arthritis 


more potent and 
comprehensive 
treatment than 
salicylate alone 


. assured anti-inflammatory 


effect of low-dosage 
corticosteroid’ 


. . additive antirheumatic 


action of corticosteroid 
plus Salicylate?* brings 
rapid pain relief; aids © 
restoration of function. 


. wide range of application 


including the entire 
fibrositis syndrome 
as well as early or mild 
rheumatoid arthritis 


more manageable 
corticosteroid dosage 


. much less likelihood _ 


of treatment-interrupting 
side effects’* 


. simple, flexible 


dosage schedule 


i 
Se : 
| 


Acute conditions: Two or three 
tablets four times daily. After 
desired response is obtained, 
gradually reduce daily dosage 
and then discontinue. 
Subacute or chronic conditions: 
Initially as above. When satisfactory 
control is obtained, gradually reduce 
the daily dosage to minimum 
effective maintenance level. For best 
results administer after meals and 
at bedtime. 
Precautions: Because SIGMAGEN iw 
contains prednisone, the 
same precautions and 
contraindications observed 
with this steroid apply also 
to the use of SiGMAGEN. 


in any case 
it calls for 


orticoid-salicylate compound tablets : 
Composition 

METICORTEN® (prednisone) 0.75 mg. 
Acetylsalicylic acid 
Aluminum hydroxide . 
Packaging: SicmMaGEN Tablets, bottles of 100 and 1000. 
References: 1. Spies, T. D., et al.: J.A.M.A. 159:645, 
1955. 2. Spies, T. D., et al.: Postgrad. Med. 17:1, 1955. . 
3. Gelli, G., and Della Santa, L.: Minerva Pediat. 1 ae 
7:1456, 1955. 4. Guerra, F.: Fed. Proc. 12:326, 1953. 
5. Busse, E. A.: Clin. Med. 2:1105, 1955. 6. Sticker, 
R. B.: Panel Discussion, Ohio State M. J. 52:1037, 1956. 
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V-KOR. . . new three-layered tablet provides rapid relief in respiratory infections 


1. to fight infection—V-Cillin K® quickly and surely produces higher blood levels 
than any other oral penicillin. 

2. to relieve congestion—Co-Pyronil™ affords rapid and prolonged antihistaminic 
action plus vasoconstriction. 

3. to control fever and pain—A.S.A.® Compound provides proved analgesic and 
antipyretic action. 

DosaGE: Two V-Kor tablets contain the usual therapeutic dose for adults. Repeat every 
six or eight hours. 

SupPuiEpD: In attractive green-white-yellow, three-layered tablets. 


V-Kor™ (penicillin V potassium compound, Lilly) « V-Cillin K® (penicillin V potassium, Lilly) « Co-Pyronil™ 
(pyrrobutamine compound, Lilly) « A.S.A.® Compound (acetylsalicylic acid and acetophenetidin compound, Lilly) 


LILLY AND COMPANY INDIANAPOLIS 6, INDIANA, 


U.S.A. 


931002 
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Conventions and 
meetings 


Announcements 


American Osteopathic Associa- 
tion, Sixty-Third Annual Conven- 
tion, Palmer House, Chicago, July 
13-17. Program Chairman, William 
Baldwin, Jr., West Side Osteo- 
pathic Hospital, 1253 W. Market 
St., York, Pa. 


Academy of Applied Osteopathy, annual 
meeting, Chicago, July 17. Program 
Chairman, Howard E. Gross, 1102 E. 
Normal Ave., Kirksville, Mo. Secre- 
tary, Margaret W. Barnes, P.O. Bin 
1050, Carmel, Calif. 


American College of Osteopathic Sur- 
geons, annual clinical assembly, Hotel 
Statler, Los Angeles, October 25-29. 
Executive Secretary, Mrs. E. F. Mar- 
tin, Box 488, Coral Gables 34, Fla. 


American Osteopathic College of Proc- 
tology, annual meeting, Muehlebach 
Hotel, Kansas City, Mo., April 15-17. 
Program Chairman, Joseph S. Lefler, 
820 Mentor Ave., Painesville, Ohio. 
Secretary, Eugene W. Egle, Lackland 
Clinic, 2335 Brown Rd., St. Louis 14. 


Arizona, annual meeting, Valley Ho Ho- 
tel, Scottsdale, May 1-3. Executive 
Secretary, Russell Peterson, 2747 E. 
McDowell Rd., Phoenix 22. 


California, annual meeting, Hotel del 
Coronado, Coronado, May 3-9. Pro- 
gram Chairman, Elden B. Shields, 2640 
Pasadena Ave., Los Angeles 31. Exec- 
utive Secretary, Mr. Thomas C. Schu- 
macher, 4775 Santa Monica Blvd., Los 
Angeles 29. 


Canada, annual meeting, Alpine Inn, St. 
Marguerite Station, Quebec, October 
8-10. Program Chairman, E. S. Det- 
wiler, 444 Waterloo St., London, Ont. 
Secretary, Miss Joyce S. Currie, 609 
Medical Arts Bldg., Montreal 25. 


Eastern Osteopathic Association, annual 
meeting, Hilton Statler Hotel, New 
York City, April 4-5. Program Chair- 
man, Chester D. Losee, 212 Prospect 
St., Westfield, N.J. Secretary, Frank 
B. Tompkins, 309 Meyerhoff Bldg., 
Baltimore 1. 


Florida, annual meeting, Diplomat Ho- 
tel, Hollywood Beach, September 28- 
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ris-Back Blades 
are now available... 
in the Puncture Proof 


Sterile Blade package that 
can be autoclaved. 


y in the RACK-PACK package— 
x blades pre-racked ready for 
sterilization. 
£7 in the CONVENTIONAL pack- 
proof wrapper. 


BARD-PARKER COMPANY, INC. 
( BP) ANBURY. CONNECTICUT 


Ask your dealer 


A DIVISION OF BECTON. DICKINSON AND COMPANY 


B-P + RIB-BACK + IT’S SHARP +- RACK-PACK are trademarks of BARD-PARKER 


30. Program Chairman, A. H. West- 
wood, Las Olas Hospital, 1516 E. Las 
Olas Blvd., Ft. Lauderdale. Executive 
Secretary, Mr. Barton K. Johns, 5009 
Central Ave., Tampa. 


Illinois, annual meeting, Pere Marquette 
Hotel, Peoria, April 24-26. Executive 
Secretary, Mr. D. O. Durkin, Room 
521, 53 W. Jackson Blvd., Chicago 4. 


Indiana, annual meeting, Van Orman Ho- 
tel, Ft. Wayne, May 17-19. -Program 
Co-Chairmen, Lee W. Yoder, 192 N. 
Cass St., Wabash, and John D. Hall, 


125 E. William St., Kendallville. Sec- 
retary, Arabelle Baker Wolf, 4840 N. 
Michigan Rd., Indianapolis 8. 


Iowa, annual meeting, Hotel Savery, Des 
Moines, May 25-26. Program Chairman, 
Alan M. Nelson, 331 Main St., Bel- 
mond. Secretary, Mr. Herman W. Wal- 1 
ter, 200 Walnut Bldg., Des Moines 9. 


Kentucky, annual meeting, Brown Hotel, 
Louisville, in June. Program Chair- 
man, Edmund H. Bouton, 210 W. Main 
St., Frankfort. Secretary, Martha Gar- 
nett, 2829 Brownsboro Rd., Louis- 
ville 6. 


Louisiana, annual meeting, New Orleans, 
October 22-24. Program Chairman, W. 
Luther Stewart, 525 Johnston St., 
Alexandria 3. Secretary, V. L. Whar- 
ton, 406-07 Weber Bldg., Lake Charles. 
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4] percent reduction in 
serum cholesterol levels 
or average fall of 156 mg. 
in 3 months following 

RG Lecithin intake 


* Morrison, Lester M., Serum cholesterol! reduction 
with lecithin. Geriatrics, 13:12 (January) 1958. 


In Morrison’s hands, lecithin was found to be the most 
effective cholesterol-lowering agent tested to date. May 
we send you more detailed information? If so, please 
direct your inquiry to: Medical Consultant, Central Soya 
Company, Inc., Chemurgy Division, 1825 North Laramie 
Avenue, Chicago 39, Illinois. 


Available in 8 oz. and 1 Ib. bottles at drug stores. 
Average dosage: 1 tablespoonful t.i.d. a.c. (To achieve 
desired results, larger dosages are sometimes indicated.) 
Also available in convenient 60 Wafer Package. Dosage: 


3 to 5 wafers daily. 


LECITHIN 


CENTRAL SOYA COMPANY, INC. 


1825 N. Laramie Ave. Chicago 39, Illinois 


(PRONOUNCED LESS-1. THIN) 


Chemurgy Division 


Maine, annual meeting, Samoset Hotel, 
Rockland, June 25-27. Program Chair- 
man, Edward P. Crowell, 28 Common 
St., Waterville. Midyear meeting, 
Waterville, December 3-5. Executive 
Secretary, Mr. George R. Petty, Mon- 
mouth, 


Michigan, annual meeting, Civic audi- 
torium, Grand Rapids, October 5-7. 
Program Chairman, Neil R. Kitchen, 
18820 Woodward Ave., Detroit 3. Ex- 
ecutive Secretary, Mr. Floyde E. 
Brooker, 81 Glendale, Highland Park 3. 


Minnesota, annual meeting, Hotel Lowry, 
St. Paul, May 7-9. Program Chair- 
man, M. Sidney Hedeen, 1595 Selby 
Ave., St. Paul 4. Secretary, E. R. 
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Komarek, 301 Granite Exchange Bldg., 
St. Cloud. 


National Osteopathic Child Health Con- 
ference, Municipal Auditorium, Kansas 
City, Mo., April 20-22. Program Chair- 
man, John C. Taylor, 3504 Troost 
Ave., Kansas City 9, Mo. Secretary, 
Luther W. Swift, 2105 Independence 
Ave., Kansas City 24, Mo. 


New Mexico, annual meeting, La Fonda 
Hotel, Santa Fe, April 8-11. Program 
Chairman, Lawrence C. Boatman, 105 
E. Marcy St. Santa Fe. Secretary, 
Lory Baker, 400 N. Church St., Las 
Cruces. 


New York, annual meeting, Park Shera- 


ton Hotel, New York City, October 
14-18. Secretary, C. Fred Peckham, 38 
E. Bridge St., Oswego. 


North Carolina, annual meeting, Battery 
Park Hotel, Asheville, October 22-24. 
Secretary, Walter C. Eldrett, 1041 Ka- 
nuga Dr., Hendersonville. 


Northwest Osteopathic Convention, Eu- 
gene Hotel, Eugene, June 15-18. Pro- 
gram Chairman, Richard E. Reilly, 
4848 N. E. 102nd Ave., Portland 20. 


Ohio, annual meeting, Neil House, Co- 
lumbus, May 3-6. Program Chairman, 
Jack D. Hutchison, 117 W. Third Ave., 
Columbus 1. Refresher course, Neth- 
erland Hilton Hotel, Cincinnati, Octo- 
ber 23-25. Program Chairman, Roger 
E. Bennett, 1613 Cage Dr., Middleton. 
Executive Secretary, Mr. William S. 
Konold, 53 W. Third Ave., Colum- 
bus 1. 


Ontario, annual meeting, Hamilton, May 
4-6. Program Chairman, Arden L. 
Findlay, 548 Gilmour St., Peterbor- 
ough. Secretary, A. V. DeJardine, 205 
Yonge St., Toronto 1. 


Oregon: See Northwest Osteopathic Con- 
vention. 


South Dakota, annual meeting, St. 
Charles Hotel, Pierre, May 3-4. Pro- 
gram Chairman, Carl C. Pascale, Box 
36, Centerville. Secretary, Earl W. 
Hewlett, 417 W. 27th St., Sioux Falls. 


Tennessee, annual meeting, Hotel Patten, 
Chattanooga, April 26-29. Secretary, 
J. M. Moore, Jr., 200 High St., Tren- 
ton. 


Texas, annual meeting, Rice Hotel, 
Houston, April 30-May 2. Program 
Chairman, George J. Luibel, 3037 
James Ave., Fort Worth 10. Executive 
Secretary, Phil R. Russell, 512 Bailey 
St., Ft. Worth 7. 


Virginia, annual meeting, Williamsburg 
Lodge and Inn, Williamsburg, May 
22-23. Program Chairman, John A. 
Cifala, 2778 N. Washington Blvd., Ar- 
lington. Secretary, Olis M. Wakefield, 
2022 Atlantic Ave., Virginia Beach. 


Washington: See Northwest Osteopathic 
Convention. 


West Virginia, annual meeting, Daniel 
Boone Hotel, Charleston, May 17-19. 
Program Chairman, Oscar J. Bailes, 
1122 Mercer St., Princeton. Secre- 
tary, Mr. Gilbert D. Brooks, 30 Mac- 
Corkle Ave., South Charleston. 


Western States Osteopathic Society of 
Proctology, annual meeting, Long 
Beach, Calif., October 12-14. Secre- 
tary, Earle F. Waters, 925 E. South 
Temple St., Salt Lake City 2, Utah. 


Wisconsin, annual meeting, Lake Lawn 
Hotel, Delavan, May 10-12. Program 
Chairman, Robert W. Johnson, 227 W. 
Lawrence St., Appleton. Secretary, 
V. L. Sharp, Butter Bldg., 1225 W. 
Mitchell St., Milwaukee 4. 


Journat A.O.A. 


State and 
national boards 


ARIZONA 


Those interested in professional ex- 
aminations should contact Russell Peter- 
son, D.O., secretary, Osteopathic Board 
of Registration and Examination in Med- 
icine and Surgery, 2747 E. McDowell 
Rd., Phoenix 22. 

Basie science examinations March 17 
at the University of Arizona, Tucson. 
Applications must be filed 2 weeks prior 
to examinations. Address Mr. Herman E. 
Bateman, secretary, Basic Science Board, 
University of Arizona, Tucson. 


COLORADO 


‘Basic science examinations in March 
at second floor lecture room, Y.M.C.A. 
Building, E. 16th Ave. and Lincoln St., 
Denver. Address Esther B. Starks, D.O., 
secretary, Basic Science Board, 1459 Og- 
den St., Denver 18. 


DISTRICT OF COLUMBIA 


Professional examinations May 11-12. 
Address Daniel Leo Finucane, M.D., sec- 
retary, Commission on Licensure, 1740 
Massachusetts Ave., N.W., Washington 
Se. 

Basic science examinations in April. 
Address Dr. Finucane. 


ILLINOIS 


Examinations in April at Chicago. Ad- 
dress Mr. Frederic B. Selcke, Superin- 
tendent of Registration, Department of 
Registration and Education, State House, 
Springfield. 


IOWA 


Basic science examinations April 14 at 
the Capitol Building, Des Moines. Ad- 
dress Elmer W. Hertel, Ph.D., secretary, 
Board of Basic Science Examiners, 
Wartburg College, Waverly. 


LOUISIANA 


Henry Tete, New Orleans, has been 
named to the Board of Osteopathy for 
his twelfth term. He has been a member 
of the Board for 50 years. 


MICHIGAN 


Basic science examinations May 8-9 
at Detroit and Ann Arbor. Address Mrs. 
Anne Baker, secretary, Board of Examin- 
ers in the Basic Sciences, 116 Mason 
Bldg., Lansing, Mich. 


MINNESOTA 


Basic science examinations April 7 at 
University of Minnesota, Minneapolis. 
Address Raymond N. Bieter, M.D., sec- 
retary, Board of Examiners in the Basic 
Sciences, 105 Millard Hall, University of 
Minnesota, Minneapolis 14. 
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The great epeniilt works of Rossini have 
been enjoyed by millions for many decades 


THAT ENDURE 


Good things endure... 
a literary classic, a proud bridge... 


a work of art, 
a dependable 


pharmaceutical. Such is Desitin Ointment. For over 
35 years Desitin Ointment has endured as an incom- 


parable, safe way to prevent and clear up diaper rash 


...and as a soothing, healing application in wounds, 
burns, external ulcers and other skin injuries. 


Desitin® 


MONTANA 


Examinations March 3. Address Asa 
Willard, D.O., secretary, Board of Os- 
teopathic Examiners, Wilma Bldg., Mis- 
soula. 


NEBRASKA 


Basic science examinations May 5-6. 
Address Mr. Husted K. Watson, direc- 
tor, Bureau of Examining Boards, De- 
partment of Health, State Capitol Bldg., 
Lincoln 9. 


NEVADA 


Basic science examinations April 7. 
Address Donald G. Cooney, Ph.D., secre- 
tary, Board of Examiners in the Basic 


Sciences, Box 9005, University Station, 
Reno. 


NEW HAMPSHIRE 


Examinations March 11-14 at Concord. 
Address John S. Wheeler, M.D., secre- 
tary, Board of Registration in Medicine, 
State House, Concord. 


NEW MEXICO 


Basic science examinations April 19. 
Address Mrs. Marguerite Cantrell, sec- 
retary, Board of Examiners in the Basic 
Sciences, Box 1522, Santa Fe. 


RHODE ISLAND 
Professional examinations April 2-3 at 
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WHICH OCCURS FIRST IN ARTHRITIC 
AND RHEUMATIC DISORDERS — 
THE PAIN OR THE SPASM? 


Regardless of which occurs first, the pain or the spasm, prescribe 
SALIMEPH FORTE or SALIMEPH/PREDNISOLONE to rapidly 
relieve the pain which causes the spasm and to relax the spasm 
which causes the pain in arthritic and rheumatic disorders. 


SALIMEPH FORTE 


ACTH-like action without ACTH side effects 


A specific analgesic, salicylamide 500 mg., best tolerated salicy- 
late, plus mephenesin 333 mg., safest potent skeletal-muscle 
relaxant, and ascorbic acid 50 mg. in special coated, easy to 
swallow, capsule-shaped tablets. Provides massive salicylate 
therapy with only 2 or more tablets q.i.d. 


SALIMEPH/PREDNISOLONE 


effective corticosteroid anti-inflammatory agent 


Combines all of the advantages of Salimeph Forte but adds only 
the small dosage needed in massive salicylate therapy of 0.75 mg. 
of prednisolone, approximately 4 times as effective (mg. for mg.) 
as hydrocortisone with virtually none of its untoward side effects. 


Also available: Salimeph-C, when lesser dosage is adequate; 
Salimeph-C/Codeine Phosphate, when pain is severe; Sali- 
meph C/Colchicine, for gout and gouty arthritis. All Salimeph 


products are supplied in bottles of 100, 500 and 1000 tablets. 


Prescribe with Confidence 


KREMERS-URBAN COMPANY 


Milwaukee 1, Wisconsin 


Distinctive R Specialties Since 1894 


Providence. Address Mr. Thomas B. 
Casey, Administrator of Professional 
Regulations, 366 State Office Bldg., Prov- 
idence. 


TENNESSEE 


Basic science examinations given every 
3 months. Address O. W. Hyman, M.D., 
secretary, Board of Basic Science Exam- 
iners, 874 Union Ave., Memphis 3. 


WISCONSIN 


Basic science examinations April 4 at 
the University of Wisconsin chemistry 
building, Madison. Applications must be 
filed by March 27. Address Mr. W. H. 
Barber, secretary, Board of Examiners 
in the Basic Sciences, Ripon College, 
Ripon. 
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ALBERTA 


Examinations in April at Edmonton. 
Address Mr. G. B. Taylor, acting regis- 
trar, Alberta Medical Board, Office of 
the Registrar, University of Alberta, 
Edmonton, Canada. 


Reregistration 
of osteopathic licenses 


Before March 1—Colorado, $2 if legal 
resident of state; $10 if not legal resi- 
dent. Address Mrs. Beulah H. Hudgens, 
executive secretary, Board of Medical 
Examiners, 715 Republic Bldg., Denver 2. 


April 1—Montana, $2 for those in ac- 
tive practice; $1 for those inactive, Ad- 
dress Asa Willard, D.O., secretary, Board 
of Osteopathic Examiners, Wilma Bldg., 
Missoula. 


April 1—Wyoming, $2.50. Address 
Franklin D. Yoder, M.D., secretary, 
Board of Medical Examiners, State Of- 
fice Bldg., Cheyenne. 


May 1—Iowa, $1. Address Mr. Her- 
man W. Walter, assistant secretary, 
Board of Osteopathic Examiners, 200 
Walnut Bldg., Des Moines 9. 


May 1—Washington, $2. Address Mr. 
Thomas A. Carter, secretary, Profes- 
sional Division, Department of Licenses, 
Olympia. 


Examination 
by National Board 


The National Board of Examiners for 
Osteopathic Physicians and Surgeons 
conducts Parts I and II of its examina- 
tions on the first Thursday and Friday of 
each May and December at the six ap- 
proved colleges. Application blanks may 
be obtained frem the secretary of the 
Board or the dean of the college, and the 
completed application blank, together 
with check for the part to be taken, must 
be in the secretary’s office by the Novem- 
ber 1 or April 1 preceding the examina- 
tion. 

Examinations in Part I consist of anat- 
omy, including histology and embryology ; 
physiology ; physiological chemistry; gen- 
eral pathology; and bacteriology, includ- 
ing parasitology and immunology. 

Part II consists of examinations in 
surgery, including applied anatomy, sur- 
gical pathology, and surgical specialties ; 
neurology and psychiatry; public health, 
including hygiene; medical jurisprudence ; 
obstetrics and gynecology; pediatrics; 
osteopathic principles, therapeutics, in- 
cluding pharmacology and materia medica. 

Part III is an oral and practical ex- 
amination given under the supervision of 
a chief examiner who is a member of the 
Board and by a panel of associate exam- 
iners. Subjects covered in Part III are: 
anatomy; physiology; pathology; osteo- 
pathic principles, therapeutics and phar- 
macology; surgery; ophthalmology and 
otorhinolaryngology ; obstetrics and gyne- 
cology; physical and clinical diagnosis ; 
public health and communicable diseases. 

These are oral examinations which the 
candidate may take after having satisfac- 
torily completed the first 6 months of a 1 
year internship in a hospital approved by 
the American Osteopathic Association for 
intern training. Part III is given annual- 
ly. The schedule this year is as fol- 
lows :— 


Los Angeles—March 21-22, 1959. 
Philadelphia—April 18-19, 1959. 
Detroit—April 24-25, 1959. 
Kansas City—April 4-5, 1959. 


JourNna A.O.A. 


Eligibility requirements are as follows: 
Part I, satisfactory completion of the 
first 2 years in an approved school of 
osteopathy; Part II, satisfactory comple- 
tion of Part I and of the first two quar- 
ters or trimesters of the senior year in an 
approved osteopathic college; Part ITI, 
satisfactory completion of Part II and at 
least 6 months of a 1-year internship ap- 
proved by the American Osteopathic As- 
sociation. 

Applications must be filed with the sec- 
retary of the Board not less than 30 days 
prior to the examination dates. Address 
Paul van B. Allen, D.O., secretary, 4425 
N. Meridian St., Indianapolis 8. 


Specialty 
board examinations 


NEUROLOGY AND PSYCHIATRY 

Clinical examinations April 12-13, oral 
tests December 13-14. Applications must 
be filed before the April 1 prior to the 
examination date. Address Floyd E. 
Dunn, D.O., secretary, American Osteo- 
pathic Board of Neurology and Psychia- 
try, Osteopathic Hospital of Kansas City, 
926 E. 11th St., Kansas City 6, Mo. 


Drugs and 


medicines* 


Lucy M. Kramert 


Over the past few decades, new drugs 
and medicines have contributed impor- 
tantly to progress in public health. “Mir- 
acle” drugs have lowered national death 
rates and sharply reduced acute com- 
municable diseases. 

Since the introduction of sulfa drugs 
in 1937, deaths from influenza-pneumonia 
have decreased 75 percent, from 114.9 per 
100,000 in 1937 to 27.1 per 100,000 in 
1955.2 The principal diseases of child- 
hood—scarlet fever, streptococcal sore 
throat, diphtheria, whooping cough, 
measles—which caused 10 deaths per 
100,000 children in 1945, in the space of 
only 10 years dropped to 1 death per 
100,000, a decrease of 90 percent.’ Ac- 
cording to unpublished data of the Na- 
tional Office of Vital Statistics, the mor- 
tality from all infectious diseases dropped 
in 50 years from 676.2 per 100,000 in 
1900 to 44.3 per 100,000 in 1956. 

Drugs and medicines have transformed 
both the practice of medicine and the pa- 
tients’ use of health services. The drug 


*Reprinted from Public Health Reports, Oc- 
tober 1958. 

¢Miss Kramer is a research analyst in the 
Division of Public Health Methods, Public 
Health Service. 
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RIASOL for psoriasis. 


for psoriasis. 

sults with 

cases (94%). 
provement 91% cases. 
provement 82% cases. 


Adverse Reactions. None. 
RIASOL acts by 


adherent scales. 
R 


bandage 


or direct, 


Ant, M., Local t 
1957. 


write to 


Dept. OA-259 


Every doctor has learned by experience that 


new medications may not be the best. That 


is why so many physicians continue to use 


There is no substitute for the test of time. 
Clinical reports* prove the value of RIASOL 


Following is a summary of therapeutic re- 
Itching. romptly relieved even in severe 
Scales. Begin to disappear in a few days. Im- 
Erythema. Patches fade out gradually. Im- 
Recurrences. Few with continued treatment. 
netrating to the stratum 
mucosum of the epidermis and combating the 
acanthosis of psoriasis, relieving the itching by 
definite antipruritic action, and loosening the 


IASOL contains mercury 0.45% chemicall 
combined with soaps, phenol 0.5% and creat 


The approved method of treatment is to a 
ply a thin film every night and rub in gently, 
ane dryin skin. Continue for 

n days an en use on alterna’ 
nights. RIASOL is non-staining and requires 4 


S. 
Su a in 4 and 8 oz. bottles at drug-stores 


*Kugel, I. H., New local treatment f 
with report of 21 cases, M. Rec. 1511307 toen 


he reatment of psoriasis, i 
review of medical literature, M. 


COMPLIMENTARY SAMPLE 


For professional literature 
and a generous clinical 
trial package of RIASOL®, 


SHIELD 


12850 Mansfield Avenue 


After use of Riasol 


LABORATORIES 


Detroit 21, Michigan 


industry responsible for the development, 
production, and distribution of these 
products has helped to support medical 
research in its own laboratories and in 
the medical schools, universities, and 
teaching hospitals of the country. The 
industry is presently participating in the 
extensive cancer chemotherapy studies of 
the National Institutes of Health, Public 
Health Service. Drug firms and com- 
munity pharmacists also have assisted in 
the health education programs of health 
departments and voluntary health agen- 
cies. 


PHARMACEUTICAL MANPOWER 


About 2 million persons are employed 
in health occupations. About 111,000 of 
these are registered pharmacists.’ In ad- 


dition to those directly employed in the 
provision of health services, nearly 200,- 
000 are engaged in supplying goods and 
services essential to health occupations.‘ 
According to the 1954 Census of Manu- 
factures, these persons were engaged in 
affiliated industries such as the produc- 
tion of scientific and professional instru- 
ments and supplies (including medical, 
surgical, dental, and optical) ; biological, 
medicinal, chemical, and pharmaceutical 
preparations; ophthalmic goods; X-ray 
and therapeutic apparatus. Of these, the 
largest number—some 92,000—were en- 
gaged in the manufacture of drugs and 
medicines. In addition to skilled opera- 
tives, clerical, and other employees, the 
drug firms reported 380 physicians in 
their employ as of January 1957 as com- 
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pared with 155 ten years before and 65 
twenty years earlier. The total number 
of employees with graduate degrees in 
the medical and allied sciences was 3,000 
as of January 1957 compared with 990 
ten years before and 300 twenty years 
earlier.” 

The number engaged directly in health 
occupations or in affiliated industries is 
approximately double the 1.1 million es- 
timate of 1929, the latest year of high- 
level employment in the pre-antibiotic 
era.” 

The number of pharmacists, however, 
has not grown correspondingly. Wholly 
comparable figures for the several decades 
are not available. Rorem and Fischelis 
reported for 1931 some 115,000 registered 
full-time pharmacists in the United 
States, and a total of about 130,000 indi- 
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viduals legally recognized to practice 
pharmacy either as fully registered phar- 
macists or as auxiliary assistants (after 
making a correction for the many dupli- 
cate registrations, that is, registrations 
issued to the same individual by several 
States). In 1955 some 158,775 registra- 
tions were held by pharmacists in good 
standing (many of them duplicates), of 
which 110,992 were held by pharmacists 
engaged in active practice in the various 
States.“* By the end of 1956, the number 
of such registrations had increased to 
162,459,"* but the number held by pharma- 
cists engaged in active practice had de- 
creased slightly to 110,688.°°. It appears 
that the number of active pharmacists 
has not changed materially since 1931. 
For the Nation as a whole, in 1955 
there were 67 practicing pharmacists per 


100,000 population, about half the pliysi- 
cian-population ratio. About 89 percent 
of the pharmacists were engaged in re- 
tail pharmacies, 4 percent in hospital 
pharmacies, 6 percent in manufacturing 
or wholesale establishments or as repre- 
sentatives of the establishments, and 1 
percent in teaching or government posi- 
tions.” Today, about 10 percent of new 
graduates are going into hospital phar- 
macy work, and more than 5 percent of 
the total working pharmacist population 
is currently so employed.“ Thirty-eight 
percent of the pharmacists employed in 
hospitals and 6 percent in the profession 
as a whole are women.” 


The Census of Pharmacy reports that 
there were 52,779 retail pharmacies at 
the end of 1955 and 1,176 hospital phar- 
macies dispensing drugs and medicines. 
In addition 37,515 dealers other than 
pharmacists were licensed in the various 
States to sell packaged drugs. The 
number of retail pharmacies has declined 
absolutely since 1929 (from approximate- 
ly 60,000 to about 53,000 in 1955), and 
in proportion to population.”** In the 40 
years prior to 1929, the population per 
drug store declined somewhat. In 1890 
the population per drug store was 1,838 
and in 1895 it was 1,745. By 1903 the 
ratio had increased to 2,030 persons per 
drug store, where it remained almost 
constant for more than 25 years. Since 
1929 the population-drug store ratio has 
increased from 2,020" to 3,126 in 1955,* 
that is, there are fewer drug stores for 
more people (with a trend toward larger 
prescription departments and less general 
drug store merchandising). 

In contrast the drug manufacturing in- 
dustry has expanded markedly since 1929 
in number of employees. Almost four 
times as many employees were engaged 
in the manufacture of drugs and medi- 
cines in 1954" as were employed in 1929.4 


PRODUCTS AND MATERIALS 


The drug industry since the advent of 
sulfa drugs in 1937 has been character- 
ized by rapid change. The rate of change 
has been so accelerated that progress in 
the last 30 years may well have exceeded 
that of several centuries before. 


A recent analysis of the basic drugs 
listed in the National Formulary between 
1916 and 1955 reflects the sharp change 
in the relative importance of basic mate- 
rials in the drug industry. 

In 1916, almost 80 percent of the basic 
drugs were of botanical origin, 10 per- 
cent of organic chemical origin, and 10 
percent of inorganic chemical origin. In 
1955, the use of botanicals had dropped 
to 30 percent, organic chemicals had risen 
to 50 percent, and inorganic chemicals to 
20 percent. 

Botanical sources have been replaced 
by organic chemical sources that are 
more easily available, more concentrated, 
more easily controlled in their manufac- 
ture, and more specifically effective. 

Changes in the principal categories of 
drugs listed in the 1950 and 1955 United 
States Pharmacopeias also reflect the tre- 
mendous increase in certain types of 
drugs during a 5-year period. The fif- 
teenth U. S. P., released in August 1955, 
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NOTES ON SOME 
“LITTLE” DIFFERENCES 


IN NUTRITIONAL 
SUPPLEMENTATION... 


You sometimes hear it said that there is no difference between the many good vitamin products 
(of the same general formula) that are made available to you. 


This is not precisely true. 


“Little” differences in composition exist which may bear upon the efficiency of the product. 
An example of this is in the Filmtab® coating, used on Abbott vitamins. This coating permits a manufacture 
of the smallest tablet of its kind. Also: potency is more assured and the degree of stability is unsurpassed. 
Reasons for this are to be found in the coating operation itself, which is essentially an anhydrous 
procedure. Because no moisture is sealed in the tablet (or used in the coating), 
deterioration is materially slowed. 
Also, because this “microscopic” film can be applied directly to the tablet, there is no extra bulk —the 
tablet, as we indicated before, is smaller, easier to swallow. Then, too, there is no vitamin odor or taste. 
Another “plus”: the Filmtab coating is completely non-caloric. 
“Little” things? Perhaps. Yet, we feel that no refinement is too subtle if it 


adds to the performance of the product . . . or to the convenience of the user. 
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smallest of their kind with the Filmtab coating 
sealed in brilliant rainbow colors—true pharmaceutical elegance 
greater stability, thanks to the anhydrous Filmtab process 


a full line* of nutritionals in table bottles 


*VITAMINS BY ABBOTT 


Optilets® 
Optilets-M® 
Dayalets® 
Vita-Kaps® 
VitaKaps-M® 


Dayalets-M® 


902032 


in the golden vitamin bottle: 

Therapeutic formula multivitamins (100’s) 

Therapeutic formula multivitamins with minerals (100’s) 
Potent maintenance formula multivitamins (100’s) 
Economical multivitamins for the entire family (250’s) 
Multivitamins with minerals (250’s) 


and in the “‘apothecary”’ bottles 
Potent maintenance formula multivitamins with minerals (100’s & 250’s) 


All these nutritionals, of course, come in the exclusive Filmtab coating. 
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lists. almost 250 new drugs that have 
been officially accepted for inclusion after 
stringent review.* The new U. S. P., 
scheduled for publication in 1960, will 
have an even larger number of new 
drugs. 

Since 1948, more than 3,000 new pre- 
scription drug items have entered the 
market, each with an average life span 
of 2 to 5 years, and the forecast for new 
drugs looks even busier.” In 1940, less 
than 100 new specialties were intro- 
duced.* In 1957 alone there were 400 
new pharmaceutical products put on the 
market, some of which were entirely 
new chemical entities; others, new com- 
binations or new dosage forms of less 
recently new drugs.”*"* It has been said 
that a majority of the prescriptions writ- 
ten today could not have been filled 20 
years ago since many of the drugs now 
used were unknown. Sulfa drugs were 
introduced in 1937; penicillin in 1940; 
streptomycin in 1946; antihistamines in 
1947; cortisone, ACTH, and hydrocorti- 
sone in 1950 and 1951; chlortetracycline 
U. S. P. (Aureomycin), chloramphenicol 
U. S. P. (Chloromycetin), and oxyte- 
tracycline U. S. P. (Terramycin) in 
1950; rauwolfia and certain types of psy- 
chopharmacologic agents (for example, 
meprobamate) in 1953. 

In dollar value of total prescriptions 
filled, antibiotics today account for about 
25 percent of total volume.’ Antibiotics 
also represent about 25 percent of drug 
purchases in Public Health Service hos- 
pitals.” (An economic study by the Fed- 
eral Trade Commission of the entire 
antibiotic industry, covering prices in 
particular, but also including patents, 
manufacturing processes, and other as- 
pects, was recently published, and should 
throw needed light on this extensively 
used drug category.) 

About 7 cents for every dollar spent 
for drugs in Public Health Service hos- 
pitals in fiscal 1957 was for psychophar- 
macologic medications (tranquilizers) .” 
The proportion is expected to go higher 
in 1958. Expenditures and use with re- 
spect te tranquilizers by the general pop- 
ulation parallels Public Health Service 
experience. 

The future of the drug industry is 
now based on constantly developing new 
products. A president of one of the lead- 
ing drug firms has stated “the pharma- 
ceutical industry lives in the shadow of 
its own obsolescence.” 

With the intensified current basic re- 
search in mental illness, coronary dis- 
eases, cancer, and chronic problems of 
old age, a poll of leading drug company 
executives indicates that they expect 
drugs affecting these types of illnesses 
to be important in the next 5 or 10 
years." 

Highlighting the anticipated drug needs 
of the future are the following :” 

1. Drugs which will permit therapeutic 
approaches to a variety of mental ill- 
nesses and personality problems. 

2. New chemical and antibiotic treat- 
ments to arrest certain forms of cancer. 

3. New treatments for the prevention 
and cure of hypertension and other cir- 
culatory ills. 
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sive treatments. 


Your examination strongly suggests patient anemia. Here’s 
how you can have on-the-spot, laboratory-accurate 
hemoglobin determinations to confirm your clinical 
diagnosis...and check the effectiveness of progres- 
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4. New developments to control degen- 
erative diseases. 

5. New discoveries for the better man- 
agement of nutrition. 

6. New products to subjugate a num- 
ber of the still resistant viral diseases. 


PHARMACIST AND NEW PRODUCTS 


One consequence of the newer drugs 
and the growth of the medical materials 
industry has been a change in the func- 
tion of the pharmacist. Writing in 1929, 
Fischelis emphasized that the ‘“develop- 
ment of machine production of pharma- 
ceuticals has left its mark on the retail 
pharmacies in that it has reduced the func- 
tion of the apothecary in many cases to 
that of dispensing prepared medicines.””’ 
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The products developed in the subsequent 
years have accelerated the trend observed 
by Dr. Fischelis 30 years ago. 

The pharmacist is no longer primarily 
the compounder of powders, ointments, 
and potions, but the dispenser of pre- 
fabricated medicines on _ prescription. 
More than 80 per cent of all prescrip- 
tions sold at present are dispensed rather 
than compounded.” 

Another consequence has been a sharp 
increase in prescription practice of the 
drug store. Prescription volume increased 
from an average of less than 10 percent 
of total drug store sales some 30 years 
ago’’™ to about 30 percent at the present 
time.“*” The average prescription price 
has increased during that period almost 
as rapidly as the volume. Total drug 
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sales, including prescription accessories 
and packaged medicines, account for 
about 50 percent of drug store sales.** 
Total drug store sales in 1929 amount- 
ed to $1,650 million ;” in 1956 these sales 
had risen 358 percent to $5,912 million. 
During the same period prescription vol- 
ume grew from about $140 million’® to 
$1,466 million,“* an increase of more 
than 1,000 percent, almost three times as 
fast as total drug store sales. Rorem and 
Fischelis have observed that the index of 
drug sales volume does not parallel dis- 
ease incidence, but tends to reflect the 
level of expendable consumer income.” 
A third consequence is the increase in 
the share of drug sales to hospitals. Of 
an estimated expenditure of $190 million 
in 1929 for prescription drugs, hospitals 
and dispensaries purchased $25 million, 
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or less than 13 percent; drug stores 
bought $140 million, or 74 percent; and 
physicians accounted for the remaining 
$25 million." A recent survey shows that 
about 24 percent of prescription drugs 
now goes to hospitals, 56 percent to drug 
stores, and 20 percent to physicians.” 

A fourth consequence has been the rise 
in importance to doctor, pharmacist, and 
hospital of the “detailman.” As a profes- 
sional service representative in the phar- 
maceutical and chemical industry, he is 
required to have scientific knowledge and 
the ability to impart and use it effectively 
in selling prescription drug products.” 
He often is a pharmacist, sometimes a 
medical student or graduate, always a 
well-informed individual. His duties are 
to visit physicians, dentists, veterinarians, 
wholesale and retail druggists, hospitals, 


clinics, and dispensaries, exporters, and 
all other possible purchasers of his com- 
pany’s pharmaceutical preparations. He 
is the means by which the results of re- 
search and development become directly 
known and used. Although exact figures 
on the number of such “detailmen” cur- 
rently in the labor force is not available, 
the number of registered pharmacists 
alone representing manufacturers and 
wholesalers of drugs increased from 2,415 
in 1955 to 2,739 in 1956.% 


DOSAGE AND DOSAGE FORMS 


The Bureau of Labor Statistics has 
for many years included in its medical 
care component of the Consumers Price 
Index a breakdown of drug items used 
in selected prescriptions with the content 
and dosage form carefully specified. A 
typical prescription unit for pricing is 
specified as a “capsule” prepared by a 
compounding pharmacist. 


The pharmacist-compounded capsule 
era, together with the era of powders 
and potions in medication is ending, how- 
ever. By 1955, tablets produced by a 
pharmaceutical house in wholesale quan- 
tities represented the typical dosage form; 
parenterals and liquids held second place. 
Together they accounted for about 75 
percent of the new drug dosage.™ 


Analysis of the 20 largest volume pre- 
scription items currently being dispensed 
in a Public Health Service outpatient 
pharmacy shows that 13 of the 20, or 65 
percent, are dispensed in tablet form. 

Aspirin, which leads all other drugs in 
volume of output—16% million pounds in 
1956, an increase of 159 percent in the 
last 16 years—is one of the tablets that 
has become standardized in content, 
shape, and size. 

Not only has the tablet become the 
typical dosage form, but the efficacy per 
tablet is constantly being increased. A 
penicillin tablet with a built-in delayed 
action mechanism has been developed 
which would require only one tablet per 
day for 24-hour medication. Other tab- 
lets (and some capsules and granules) 
have been developed and marketed re- 
cently which contain in one medication 
several different drugs in various doses 
that are released into the system at vari- 
ous times. 

The traditional injection of insulin may 
someday be replaced by a tablet, and has 
already been in certain cases. A sulfa 
drug, tolbutamide (Orinase), has been 
used in about 250,000 cases of diabetes, 
most of them mild, and on patients over 
20 years old. Its efficacy depends on prod- 
ding the pancreas into doing its own 
work. Oral medications are less trau- 
matic than hypodermic injections, are 
considerably less dangerous and trouble- 
some, and require no sterilization.” 

The controllable techniques involved in 
the production and distribution of tablets, 
the standardization of size, shape, and 
color, the stability of the product, the 
general public acceptance of tablets as a 
form of medication, and the ease with 
which dosages can be taken, all con- 
tribute to the increasing manufacture and 
use of tablets as dosage forms. 
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COST AND PRICE TRENDS 


Medications have become more com- 
plex, more effective, and more expensive. 
Writing about 1929, Rorem and Fischelis 
stated: “The amounts spent by individ- 
uals or families for drugs and medicines 
during a given period do not show a 
wide variation, and seldom, if ever, 
amount to totals which are catastrophic 
in their effects.”™ Individual prescrip- 
tions, however, are now far more costly 
and families may incur sizable drug ex- 
penses especially in cases of prolonged 
or chronic illness. Children for whom 
maintenance dosages of antihistamines 
and other drugs are prescribed, for ex- 
ample, may have long-term drug bills of 
$15 or more a month, without any allow- 
ance for cost of additional dosages re- 
quired during acute stages of illness. 
Older people with cardiac, hypertensive, 
or arthritic conditions may have mainte- 
nance medications prescribed for them 
which total $25 or more a month. In the 
1952-53 study of family medical expense 
it was found that 2 percent of the fam- 
ilies incurred charges for medicines in 
excess of $195 per year.” 


Average family or per capita expendi- 
tures for drugs, however, have increased 
somewhat less than disposable income, 
that is, family income after taxes. In 
1956, $1,885 million was spent by the 
Nation’s families for drugs, medical sup- 
plies, and sundries, exclusive of drugs 
and dressings used in hospitals or dis- 
pensed by physicians. This represents an 
annual outlay of 0.66 percent of dis- 
posable income, or $35.70 per family and 
$11.41 per person. In 1929 personal 
spending for drugs, medical supplies, and 
sundries amounted to $604 million, or 
0.73 percent, of disposable income, an ex- 
penditure of $16.73 per family and $4.96 
per person. During that time disposable 
personal income increased from $83.1 
billion to $287.2 billion, an increase of 
346 percent; personal spending for drugs, 
medical supplies, and sundries increased 
only 312 percent.**>* 


Personal expenditures for drugs, medi- 
cal supplies, and sundries have increased 
since 1929 less than medical care general- 
ly and less than many items within the 
medical care component. In part this may 
reflect higher real incomes of the Na- 
tion’s families, improved health educa- 
tion, increased use of physician services, 
and the relative growth of prescribed as 
compared with nonprescribed drugs. In 
part this may reflect the expanded use of 
hospital care and the relative increase in 
costs of various services included in hos- 
pital care. As a consequence, drugs, 
medical supplies, and sundries as a per- 
sonal expenditure represented a smaller 
part of the personal medical care dollar 
in 1956 than even 10 years earlier in 1946, 
or than in 1939 and 1929.%*»-¢ 

Drug eosts as a part of hospital costs, 
however, have risen significantly more 
than other components of the hospital 
dollar. The Commission on Financing 
Hospital Care found that drugs as a per-- 
cent of hospital costs between 1942 and 
1952 had increased more than 300 per- 
cent, a greater increase than any other 
of the services analyzed.” 
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TACHYCARDIA 
—ALMOST WITHOUT REGARD 
TO CAUSE— 
CAN NOW BE CONSIDERED 
AN INDICATION FOR 
SERPASIL 


(reserpine c1Ba) 

The heart-slowing action of Serpasil can be of therapeutic value in a wide 
variety of conditions marked by an increased heart rate. * Serpasil prolongs 
diastole, allowing more time for the myocardium to recover and enhancing 
cardiac blood flow and efficiency. This heart-slowing effect is unrelated to 
the antihypertensive effect of Serpasil; that is, in normotensive patients with 
tachycardia, Serpasil will slow heart rate without decreasing blood pressure. 
* Serpasil is thought to slow the heart by central suppression of afferent sym- 
pathetic activity, thus inhibiting impulses to the cardio-accelerator fibers and 
allowing the normal braking action of the vagus to predominate. This heart- 
slowing action is unlike that of the agents now in widespread use—the veratrum 
derivatives, digitalis, quinidine, and parasympathomimetic agents. Serpasil is 
virtually free of the dangers (heart block, cardiac arrest) and the disadvantages 
of “titrating” dosage heretofore encountered with bradycrotic drugs. 


SERPASIL HAS PROVED EFFECTIVE AS A HEART- 


SLOWING AGENT IN THE FOLLOWING CONDITIONS: 
MITRAL DISEASE * MYOCARDIAL INFARCTION * CARDIAC 


ARRHYTHMIAS *« NEUROCIRCULATORY ASTHENIA 
THYROID TOXICOSIS * EXCITEMENT AND EFFORT SYN- 
DROMES CARDIAC NEUROSIS CONGESTIVE FAILURE 
NOTE: In patients receiving digitalis or quinidine, Serpasil therapy should be 
initiated with especially careful observation. Serpasil is not recommended in 


cases of aortic insufficiency. 
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Personal or hospital drug expenditures 
reflect changes in volume of use of medi- 
cations, types of drugs used, and price 
per unit. 

There are also data which show only 
the changes in price per unit, without re- 
flecting volume of prescriptions. Two 
basic types of price series are available 
as measures of retail price changes. 

The first type is the often-quoted price 
series compiled by the Bureau of Labor 
Statistics. According to the Bureau of 
Labor Statistics Consumer Price Index, 
a measure of change in the price of 
specified items customarily purchased by 
urban wage-earner and clerical-worker 
families,” the price index of all items 
rose 96 percent between 1936 and 1956 
(from 59.3 to 116.2); the medical care 
index (all items) rose 85 percent (from 


71.6 to 132.6); and prescriptions, drugs, 
and medical supplies rose only 37 percent 
(from 82.8 to 113.7). Prescriptions, 
drugs, and supplies make up about 17 
percent of all medical care, and medical 
care about 5.4 percent of all items in 
the Consumer Price Index. 

During the first decade, from 1936 to 
1946, the medical care index rose rela- 
tively slowly, only one-third above 1936. 
The rest of its increase, two-thirds, oc- 
curred in the second decade, from 1946 
to 1956. In the overall 20-year rise, med- 
ical care ranked fourth after food, per- 
sonal care, and apparel. 

In the 10-year period from 1946 to 
1956, the total medical care index in- 
creased to 132.6 as compared with 116.2 
for all items (1947-49=100). Within the 
medical care category are included doc- 
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Their simplicity of use assures the high degree of patient 
cooperation which is essential to any program of con- 
ception control. Greaseless, odorless and deodorizing, 
LoropHyN Suppositories melt within 15 minutes to form 
a tenacious spermicidal barrier which has proved highly 
efficacious in clinical studies.* 

Stable in any climate, LoropHyn Suppositories contain 
phenylmercuric acetate 0.02%, methylbenzethonium chlo- 
ride (an effective deodorant) 0.2% and methylparaben in a 
water-dispersible base. Box of 12 hermetically sealed sup- 
positories, 2 Gm. each. 

Also available: Loropuyn Jelly containing phenylmer- 
curic acetate 0.05%, polyethylene glycol of mono-iso-octy] 
ether 0.3%, methylparaben 0.05% and sodium borate 3% 
in a special jelly base. Tube of 3% oz. 

*Eastman, N. J., Seibels, R. E.: J. Am. M. Ass. 139:16, 1949. Eastman, N. J.. 


South. M. J. 42:346, 1949. 
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tors’, surgeons’, and dentists’ fees, op- 
tometric examinations and_ eyeglasses, 
hospital room rates, group hospitaliza- 
tion, prescriptions and drugs. Hospital 
room rates showed the largest increase, 
rising to 173.3. Prescriptions and drugs, 
combined, increased to 113.7. Prescrip- 
tions, alone, increased to 121.0, largely as 
a result of the new drugs. The index of 
aspirin prices was 125 in 1929 (1947-49= 
100), fell steadily to 97.6 in 1941, rose to 
about 100 in 1948, and has remained at 
more or less the same level since. 

The second type of price series repre- 
sents average prescription prices. Where- 
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as the Bureau of Labor Statistics drug 
price series measures changes in price 
for a specified “basket of drug items” 
selected as of a given period, the average 
prescription price series reflects changes 
in the drug item purchased. 

The average prescription prices in- 
creased about $0.85 in 1929 to $2.62 in 
1956, a more than threefold increase. 
Average prescription prices in 1956 varied 
from $2.49 to $2.79, according to differ- 
ent surveys. A recent figure for 1957 
gives $2.93 as the average prescription 
price, the highest on record.™ 

The average price per unit of many of 


the newer drug types is more than $3 per 
prescription. For about 8 of the 26 drug 
classifications used by the American 
Druggist in its annual prescription sur- 
vey—classifications accounting for about 
54 percent of prescriptions sales in 1956 
—the average price per prescription was 
over $3. In 1957, the figures are even 
more revealing. Eight of the 26 classifi- 
cations accounted for 60 percent of the 
dollar value of prescriptions; all aver- 
aged more than $3 per prescription, and 
two more than 


Prices of new drugs follow a charac- 
teristic pattern of decline after initial in- 
troduction, and when volume use and 
production take place. Penicillin in 1943 
sold for $20 per 100,000 units in injecta- 
ble form. In 1956, it sold for $0.20 per 
100,000 units in tablet form, a drop of 
99 percent.™*** Since its introduction in 
1950, cortisone has dropped 90 percent in 
price.” Within 2 years of its introduc- 
tion cortisone fell from $200 per gram 
when made from animal bile to $50 when 
made from yams and other plants.™ 
Streptomycin dropped 40 percent in less 
than a year.” Insulin now costs about 6 
percent of what it did 30 years ago, 
shortly after it was introduced.” 


The downward movement in prices of 
new drugs is a brake on the prescription 
price index. However, this type of price 
index is also influenced by the distribu- 
tion of prescriptions among different 
kinds of drugs, as well as by the rapid 
obsolescence of drug items and their con- 
tinuous replacement by newer, more ef- 
fective, and, at original issue, more ex- 
pensive drugs. 


DRUG AND ILLNESS COSTS 


The cost of medicines may also be 
viewed as a part of the cost of illness. As 
indicated earlier the percent of the per- 
sonal medical dollar going to drugs, med- 
ical supplies, and sundries has declined. 
In terms of specific illnesses drug costs 
have risen sharply but have been instru- 
mental in reducing the total medical out- 
lays and in shortening hospital stays and 
time loss from productive activity. 

According to one source, 20 years ago 
a case of lobar pneumonia meant 5 
weeks in a hospital, long convalescence, 
and $300 to $400 for doctors, nurses, 
medicine, oxygen, and hospital care. To- 
day it means 2 weeks of illness, generally 
at home. hack to work immediately there- 
after, and $15 to $30 for drugs.*” 

Thirty years ago the treatment of mas- 
toiditis cost at least $1,000, required sur- 
gery, and involved the possibility of 
permanent impairment of hearing. To- 
day $15 worth of antibioties clears up 
most cases without surgery.”° Syphilis 
was an important cause of expensive and 
protracted illness two decades ago. -To- 
day, syphilis is often “cured” or at least 
brought under control with one shot of 
long-acting penicillin. In the United 
States, penicillin has completely supplant- 
ed older forms of therapy such as ar- 
senic and bismuth.” New drugs, includ- 
ing isoniazid, have helped to reduce 
deaths from tuberculosis. Between 1946 
and 1955 the tuberculosis death rate 
dropped from 34.9 per 100,000 to 9.1 per 
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100,000, a decrease of almost 75 percent.” 
Many patients are now cured at home in 
a small fraction of the time, and the cost, 
it took when prolonged rest in a sana- 
torium was the major technique. 


VOLUME OF PRESCRIPTION 
PHARMACEUTICALS 


A recent guide to the sales and status 
of the drug market warns the reader, 
“Before using this book, we suggest that 
you rid yourself of all old conceptions 
of the magnitude of the volume of 
manufacturers’ sales of ethically pro- 
moted pharmaceuticals for human use. 
Otherwise today’s figures will seem fan- 
tastic. Times have changed. We some- 
times look back with nostalgia to 1929 
when the manufacturers’ sales amounted 
to about $250 million. Think now of 
sales in manufacturers’ doilars of nearly 
$6 for each and every one of 165 million 
persons in the United States !””* 


From 1929 to 1955, then, the sales vol- 
ume of manufactured prescription phar- 
maceuticals almost quadrupled, from $250 
million to $990 million. Current trends 
show sales to be considerably higher. 

In a recent speech before the 61st An- 
nual Conference of Food and Drug Offi- 
cials of the United States, an official of 
one of the major drug laboratories said 
that 10 leading drug houses alone, in 
their 1956 annual reports, showed sales 
that ranged from $100 million to $200 
million.” 

One drug company reports sales in 
1957 of $207 million as compared with 
its 1956 sales of $178 million.” Its 1958 
sales for the first quarter were $54 mil- 
lion as compared with $51 million in 1957; 
its 1958 earnings for the same period 
were $6%4 million, 19 percent above 1957 
and a record high.” 

The manufacture of prescription phar- 
maceuticals is now well over a $2 billion 
industry. The increased volume of whole- 
sale drug sales is of course reflected in 
the increased retail prescription volume. 


An industry publication, in its Silver 
Anniversary issue, stated: “Drug store 
sales volume in 1956 was the highest ever 
recorded.""* In an ll-year period the 
number of prescription sales increased by 
50 percent and the income from prescrip- 
tions tripled, largely because of increase 
in average prescription prices, but to 
some extent from an increase in the 
number of prescriptions dispensed.” 
“The 1l-year rise in average prescription 
Prices is due to the tremendous increase 
in the widespread use of new therapeutic 
agents, virtually all of which are costly 
to dispense,” 


SUMMARY 


The nature of the drug industry has 
changed in the last 30 years. With it has 
changed the manpower in the industry 
and the pharmacist’s role—from a com- 
pounder to a dispenser of drugs. The 
increased number of drugs and their 
complexities have intensified his services 
as drug therapy consultant to physicians 
and dentists. The basic sources and 
compounding of pharmaceuticals have 
changed in character, and have increas- 
ingly become the object of intensive re- 
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search by both private and public organi- 
zations in the effort to develop specific 
drugs for specific illnesses. The dosage 
and dosage forms have become more 
concentrated and standardized, generally 
in tablet form. Drugs represent a de- 
creasing proportion of the medical care 
dollar and of disposable income. The 
price of drugs generally has been high 
for new items, falling with volume use 
and production, or obsolescence. Average 
price per prescription has doubled since 
1946 and more than tripled since 1929. 
The length of some illnesses has been 
shortened by the development of specific 
therapies, and the cost has been cut even 
though drugs are more expensive. The 
volume of manufactured prescription 
pharmaceuticals increased from $250 mil- 


lion in 1929 to more than $2 billion in 
1956, a tenfold increase in less than 30 
years. The volume of retail prescriptions 
has increased during that period, from 
$140 million to $1,466 million. 
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Progress in 
medical research 
on air pollution* 


Harry Heimann, M.D.,. L. Otis Emik, Tey D., 
Richard A. Prindle, M.D P.i., 
and Wilton M. Fisher, M. D.., D.F 


For 3 years the Air Pollution Medical 
Branch of the Division of Special Health 
Services has been working in the in- 
creasingly more important but relatively 
unexplored field of air pollution in its 


*Reprinted from Public Health Reports, De- 
cember 1958. 

+Dr. Heimann is chief, Operational Research 
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Division of Special Health Services, Public 
Health Service. This paper is based on a re- 
port prepared at the request of the National 
Advisory Committee on Air Pollution. The 
report was presented at a meeting of the com- 
mittee in Cincinnati, Ohio, August 28, 1958. 
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specific relation to human health. The 
work began with a search for and a sys- 
tematic appraisal of the scattered sources 
of knowledge, followed closely by tenta- 
tive explorations into those parts of the 
problem holding promise of significant 
findings. Sufficiently successful results of 
initial activities helped chart the present 
course of action, which, in turn, points 
toward ideas requiring emphasis in the 
future. 


The Public Health Service has been 
concerned with the health aspects of com- 
munity air pollution for many years.** It 
was not until 1955, however, when Public 
Law 159 was passed by the Sth Con- 
gress, that the subject was accepted as 
of sufficient importance in itself to merit 
separate study. The Air Pollution Medi- 
cal Program of the Division of Special 
Health Services was set up for this pur- 
pose in July 1955. 

Specifically, the Air Pollution Medical 
Program was charged with the responsi- 
bility of determining whether or not com- 
munity air pollution modified health 
among human populations. The first part 
of this charge involved the problem of 
definitions. What is meant by community 
air pollution? What are health effects? 
What should be the ultimate goal of the 
program? 

For immediate use, air pollutants were 
defined as those materials in the commu- 
nity air that were contributed by the acts 
of man, excluding biological agents and 
radioactive materials.’ It was assumed 
that a community was an urban aggrega- 
tion which might well cross political 
boundaries ; it would have a large number 
of people potentially exposed generally to 
the same atmospheric air. Health effects 
were defined as those effects which might 
result in physiological or pathological 
changes which could be measured by ob- 
jective techniques. The ultimate goal was 
seen early to be the definition of those 
agents in the air which cause deleterious 
health effects under specified conditions, 
so that appropriate steps could be taken 
to prevent or minimize these effects. 


A wide variety of specific information 
was immediately available. For example, 
it was known that within the United 
States mortality rates for certain diseases 
varied from community to community; 
that eye irritation in the Los Angeles 
Basin was associated with the local 
smog ;* and that those who had died dur- 
ing the acute air pollution episodes of 
London,’ Donora,’ and the Meuse Valley’ 
were generally elderly and frequently had 
preexisting respiratory or cardiac difficul- 
ties. From the same episodes and from 
other data there was evidence that the 
breathing of irritants result in changes in 
respiratory physiology.” There was evi- 
dence that ozone was toxic’ and that 
rather large amounts were in the air of 
such areas as Los Angeles.“ There was 
also evidence that oxides of sulfur were 
present in many urban atmospheres and 
that they could adversely affect human 
health. Further, information from Great 
Britain indicated that observed variations 
in morbidity and mortality from city to 
city for some specific diseases were simi- 


Vor. 58, Fes. 1959 


“bleeding...was immediately controlled ”” 


| “Chas often proved...lifesaving when all 


other methods failed.”* 


diaphragr 


vials. 


rr 


other methods failed 77> 


KOAGA MIN 


In his recent report of 40 cases of gastrointestinal bleeding, Jackson states that 
“,..Koagamin produced dramatic results. The solution will not stop the hemorrhage 
of a large sclerotic vessel, but it has often proved effective and lifesaving when all 


KOAGAMIN acts on the late phases of the clotting mechanism, rapidly checks venous 
and capillary bleeding regardless of cause. It has an outstanding record of safety 
during 19 years of use in general surgery, internal medicine, obstetrics and gyne- 
cology, urology, ophthalmology and otorhinolaryngology and dentistry. 

KOAGAMIN, an aqueous solution of oxalic and malonic acids for parenteral use, is supplied in 10-cc. 


4% Jackson, A. S.: Journal-Lancet 76 245 (Feb.) 1956. 


CHATHAM PHARMACEUTICALS, INC » NEWARK 2, NEW JERSEY 
Distributed in Canada by Austin Laboratories, Limited, Guelph, Ontario 


lar in pattern to the known or assumed 
intensities of air pollution. 

A large amount of statistical data of- 
fered potentially useful information. But 
the data needed to be reoriented since 
they had been compiled for studies or ac- 
tivities unrelated to air pollution. A sta- 
tistical section was organized in our 
program to study the application of these 
data to our purposes. 


TWO COURSES OF ACTION 


We pursued two main courses of ac- 
tion. First, studies were designed to 
measure the health status of a commu- 
nity to determine whether aberrations in 
health patterns were related to indexes of 
air pollution. These activities were large- 
ly either field investigations or “desk” 


statistical studies. Second, studies were 
designed to define the biological or health 
effects of single or multiple known or 
suspected constituents of air pollution. 
These were largely laboratory studies. 
Thus, the program was divided between 
epidemiology and laboratory investiga- 
tions, with certain activities, such as 
function testing of lungs, falling into 
both. 

For the statistical work we knew that 
large bodies of data were in the records 
of vital statistics units throughout the 
country. Some quick and some more de- 
tailed examinations of these data from 
the viewpoint of specific diseases were 
essential to see whether any “good leads” 
were hidden there. Mortality data pro- 
vide good, solid quantitative figures, but 
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the quality of such data is not as good. 
For this reason we also needed to ex- 
amine morbidity records whose accuracy 
of diagnosis was likely to be of much 
better quality. The Health Insurance 
Plan of Greater New York, the Veterans 
Administration, the Bureau of Old-Age 
and Survivors Insurance, and others col- 
lect extensive morbidity information. 
While such mortality and morbidity data 
were more or less readily available, we 
found practically no records of air pollu- 
tion levels to which we might relate 
them. We had either to develop some 
kind of index of air pollution that could 
be applicable to any community or to use 
the limited data from those few localities 
where some air pollution measurements 
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had been made. It was decided to do 
both. Air pollution indexes were devel- 
oped based upon populations, industry, 
and fuel consumption for all American 
metropolitan areas. Detailed, although 
limited, aerometric information is being 
used in intracity comparisons. The anal- 
yses of these measurements are in proc- 
ess. 


EPIDEMIOLOGY OF AIR POLLUTION 

In the program’s general responsibility 
for defining health problems of commu- 
nities as they may relate to air pollution, 
we are employing, insofar as possible, the 
methods of epidemiology. This method 
originally was developed and applied to 
deal with communicable disease. In 


epidemics, an identifiable disease is pres- 
ent in unusual numbers in a given popu- 
lation. It is a relatively simple matter to 
divide the community into those who do 
or do not have the disease. When appro- 
priate information has been gathered to 
describe the differences between these 
groups, it then becomes possible to in- 
vestigate how the disease agent was dis- 
tributed and how it was propagated. The 
contribution of the external factors of 
the environment can be estimated and, in 
some cases, even defined. More recently, 
the general utility and applicability of the 
epidemiological method, with various 
modifications, has resulted in its broad 
use in the study of mental disorders, 
home accidents, automobile accidents, 
heart disease, and even population control. 

An identifiable disease or condition is 
not always evident in these studies. Only 
recently research has identified a group 
of organisms called the orphan viruses 
because they were not known to be asso- 
ciated with a disease. Surveys have 
shown that many people carry antibodies 
for these same viruses. Further investi- 
gation revealed the disease.” 

Those who investigate effects of air 
pollution on health are in the position of 
having a large group of potential agents 
and no specific disease. We suspect that 
nonspecific effects of air pollution disease 
now are classed in the catchall of “de- 
generative disease,” or constitute condi- 
tions assumed to occur “naturally” in the 
population. Such conditions would in- 
clude chronic bronchitis, pulmonary em- 
physema, and cardiac deaths. 

It was necessary to begin our attack 
upon a broad front and be ready to 
change direction as information was 
gained. The pattern of occurrence of 
chronic bronchitis and lung cancer, on 
the one hand, and the episodes in Donora 
and London, on the other, strongly sug- 
gested that there were acute effects pro- 
ducing immediate changes in function, 
even leading to death, and chronic effects 
demonstrable only after months or years 
of exposure, or developing long after 
exposure had ceased. The study of these 
two phenomena required different ap- 
proaches with different methods of identi- 
fving and quantifying the effects. 


CURRENT DEVELOPMENTS 


Although there is enough evidence to 
suggest strongly that air pollution can 
cause many adverse health effects, reliable 
medical data are not common. Conse- 
quently, we have had to search for facts 
which could withstand careful scrutiny. 

The most important known way in 
which air pollution influences health is 
that it irritates, and so may possibly dam- 
age, membranous surfaces of the body. 
Our investigations into the recorded 
acute air pollution episodes show that 
the primary effects were observed on the 
respiratory tract with secondary, indirect, 
effects on the heart. In the Los Angeles 
area, air pollution appears to have a pri- 
mary effect upon the eye membranes. 
The respiratory tract and the eye are 
particularly susceptible for the obvious 
reason that they are in contact with the 
ambient air; and, therefore, these organ 
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systems will receive special attention in 
this discussion. However, investigations 
are underway on other matters such as 
allergy, cancer, and infectious disease. In 
a field where few guidelines existed we 
had to create and formulate new tech- 
niques on how to measure and evaluate 
the culpability of air pollution compo- 
nents, how to simulate actual air pollu- 
tion in test situations, how to measure 
lung airway resistance, how to employ 
animal experimental “epidemiology,” and 
how to establish and use air pollution 
indexes for expressing relative air pollu- 
tion levels, relative to such elusive fac- 
tors as intensity, duration, and locale. 


TESTING OF LUNG FUNCTION 


One thing we have needed is a lung 
function testing method suitable for 
screening large numbers of people. 
Through some of our own staff efforts 
and our support of research at Harvard 
University, there is now at least one type 
of testing machine that seems to be suit- 
able for the purpose.” It indirectly meas- 
ures the airway resistance to expiration. 
At the Occupational Health Field Head- 
quarters of the Public Health Service a 
group is complementing the work being 
done at Harvard. They are considering 
how to provide the equipment and per- 
sonnel suitable for testing a large series 
of people in their own communities and 
to determine how such procedures should 
be applied. 

In addition, research at the University 
of Pittsburgh” and at the University of 
Cincinnati® also is concerned with the ef- 
fects upon lung function of low concen- 
trations of potential irritants. The de- 
velopment of such methods and tests will 
play an important role in community 
health studies, such as the current one in 
Nashville, Tenn.” Used in conjunction 
with information about environmental in- 
fluences within a community, this type of 
objective medical examination can add 
significantly to the usefulness and relia- 
bility of epidemiological investigations. 


EPIDEMIOLOGICAL EVALUATIONS 


There is also the classic type of 
straightforward epidemiological investi- 
gation in the program. The first such 
study was a reevaluation of the health of 
the population of Donora, Pa.” in the 
light of the 1948 air pollution episode.* 
Preliminary data indicate that Donora 
residents who were adversely affected 
during the 1948 episode were more likely 
to have more illness later than were those 
who apparently were not affected.” 

The epidemiological survey of the De- 
troit-Windsor area, a joint venture by 
the Governments of Canada and the 
United States, was begun before 1955. 
From the data seen thus far, we have 
been able to deduce some methodological 
ideas.” 

In Nashville,” mentioned above, we 
are evaluating health patterns in a com- 
munity where air pollution, when it oc- 
curs, is primarily soft coal smoke. The 
Nashville study has four broad aspects: 
(a) a study of mortality by cause and 
frequency in relation to place and dura- 
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tion of residence; (b) a study from 
post-mortem examinations of carbona- 
ceous dust accumulations in the lungs, 
also in relation to place and duration of 
residence; (c) a household morbidity sur- 
vey to find out about acute and chronic 
disease in relation to place and duration 
of residence, and in relation, of course, 
to current air pollution measurements ; 
and (d) a study of the influence of 
measured air pollution upon cardiore- 
spiratory disease patients, including a 
group with bronchial asthma. 


LABORATORY AND STATISTICAL 
STUDIES 


Another important approach with bear- 
ing on our field of interest is the obser- 
vation of the effects of airborne irritants 


upon animals. There often is a high cor- 
relation between the effects of an en- 
vironmental factor upon animals and its 
effect upon humans. 

There are three ways that animals may 
be used in such investigations. First, wild 
and domestic animals may be examined 
for the effects of naturally occurring 
pollution. The following are cited as two 
examples of the many reports demon- 
strating this approach. Informed that the 
health of chickens was adversely affected 
by air pollution in the Los Angeles area, 
we supported a field study of this phe- 
nomenon. Because the results were in- 
conclusive, the experiment is now being 
repeated under well-controlled conditions. 
Research conducted at the University of 
Southern California has shown that both 
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the fertility of mice and the survival rate 
of newborn mice are reduced by long- 
continued parental exposure to inhalation 
of low concentrations of synthetic air 
pollution of the Los Angeles type.” 

The second way is to expose the ani- 
mals under experimental conditions to 
single pollutants or multiple pollutants 
whose composition is more or less known. 
Of two such experiments being carried 
out at Vanderbilt University™ the first is 
to determine exactly where in the re- 
spiratory tract the common air pollutant, 
sulfur dioxide, impinges to cause its ef- 
fect. The second is to observe one series 
of animals exposed over a lifetime to 
sulfur dioxide at known low concentra- 
tions and another series exposed to bi- 
tuminous coal smoke. 
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A third way of using experimental 
animals is to establish colonies of differ- 
ent species and strains under controlled 
conditions, and let them live out their 
lives in typical, urban areas where they 
would be exposed to the same atmosphere 
as that breathed by the human inhabi- 
tants. Simultaneously, observations would 
be made of a group of control animals 
for which the air is appropriately cleaned 
to remove the pollutants. We are cur- 
rently financing such a study at Wayne 
University.” 

In statistical studies, the work is di- 
vided broadly into a study of records of 
past mortality by cause and past mor- 
bidity by cause in relation to environ- 
mental factors, including, of course, air 


pollution. At the same time our statisti- 
cal unit is looking into recent and cur- 
rent frequency of causes of death and the 
frequency of illness. In both instances 
efforts have been concentrated on those 
clinical entities which might be causally 
related to air pollution. 

The first report to come from our sta- 
tistical unit was Comparative Mortality 
Among 163 Metropolitan Areas of the 
United States—102 Causes of Death.* 

The morbidity data for the current 
retrospective studies were collected from 
the Veterans Administration records of 
veterans receiving disability pensions and 
from records of persons enrolled in the 
Health Insurance Plan of Greater New 
York. From such data we have been able 
to make a preliminary estimate of the 
possible biological significance of only a 
small portion. Certain respiratory tract 
diseases appear to be frequently associat- 
ed with intense urbanization and, by in- 
ference, probably with intense air pollu- 
tion. 

To study specific diseases and body re- 
actions believed to be associated with air 
pollution, the nature of the irritant action 
must be considered. While ophthalmol- 
ogists for many years have used irritant 
materials to stimulate healing of some 
types of eye ulcers, experimental animals 
exposed to sublethal levels of ozone (a 
respiratory tract irritant) have developed 
pulmonary fibrosis. In both of these re- 
actions, we have examples of the tissue- 
stimulating properties of certain air pol- 
lution components which in one case were 
beneficial to the organis™ and in the 
other harmful. 


NITRO-OLESINS 


Theoretical considerations based on 
available data have indicated that, under 
the peculiar circumstances that may at 
times exist in the air of the Los Angeles 
Basin, nitro-olefins may be produced in 
that atmosphere.” However, the pres- 
ence of these compounds has thus far not 
been demonstrated, probably because of 
their labile nature. Despite this failure, 
we considered it important to study the 
noxious properties of the nitro-olefins. 
In investigations at the University of 
Miami to test their toxicity, 18 nitro- 
olefin compounds have proved to be high- 
ly damaging to animals, however they are 
administered.” With high dosages, deaths 
occurred so rapidly that only acute con- 
gestion of all vital organs was found. 
When the specific stress factors of high 
temperature and humidity were added, 
deaths of the animals occurred even 
earlier. This confirmed other toxicologi- 
cal studies reporting that biological stress 
produced in any one of a number of 
ways, including physical exertion, intensi- 
fied the effect of poisons.” So far this 
investigation at the University of Miami 
has also confirmed some of the earlier 
toxicological studies of nitro-olefins. Our 
investigator at the University of Miami 
is now ready to begin long-term expo- 
sures to nitro-olefins in low concentra- 
tions, simulating what, it is believed, may 
occur in community air. 

An adventitious observation was made 
in the early phases of the study of the 
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mtro-olefins The researchers found that 
their own eyes were strongly irritated 
when they» handled the compounds or 
even when they examined the animals 
that had been treated with them. They, 
therefore, tried the effect of low concen- 
trations on themselves, and found that at 
levels of air concentrations theoretically 
approximating those in the air of the Los 
Angeles Basin they again experienced 
symptoms of eye irritation.” These ex- 
periments on eye irritation were repeated 
by an investigator working in Los An- 
geles, using a different technique; again, 
it was observed that eye irritation oc- 
curred with exposures to low concentra- 
tions of the nitro-olefins. 


OZONE, SULFUR OXIDES, AND 
AEROSOLS 

Other laboratory studies on the mech- 
anism of action of known irritants have 
been pursued at the Occupational Health 
Field Headquarters. Most important were 
those involving ozone, a gas that has its 
effect in the deeper parts of the lung. 
Experimental animals exposed to concen- 
trations lower than those previously con- 
sidered injurious suffered fatal pulmonary 
edema.” Animals repeatedly exposed to 
quite low, safe-concentration levels de- 
veloped resistance to later exposures 
known to be toxic.” It is possible that 
such a protective mechanism may be of 
importance in protecting man’s lungs 
from injury under natural conditions. 
Exploration of the nature of this pro- 
tective action has not been successful, so 
far. The phenomenon may be related to 
the fact that, in the test tube at least, 
ozone reacts with protein to form a new 
specific antigenic agent.” If such a reac- 
tion actually occurs between ozone and 
the surface proteins in the human re- 
spiratory tract, it may explain why some 
resistance to later exposure occurs. 

There was one finding already men- 
tioned in another context that was rather 
disturbing. When animals breathed sub- 
lethal concentrations of ozone daily over 
a period of months, they developed scar- 
ring in the lungs.™ 

Investigators working on lung-function 
testing have found that oxides of sulfur 
(gases produced by burning sulfur con- 
tained in small but significant amounts 
in many fossil fuels) caused increased 
airway resistance.* This, it was observed, 
occurs with air concentrations found on 
occasion in some urban communities. It 
has also been demonstrated that a deriva- 
tive of sulfur dioxide, sulfur trioxide, in 
equal concentration is even more irritat- 
ing than the dioxide.’ Both gases are 
produced when fossil fuels are burned. 
Finally, it was shown that the effect of 
sulfur dioxide, and of certain other irri- 
tant gases, is markedly enhanced by the 
presence of a solid or liquid aerosol 
which by itself may not be irritating.” 
Aerosols of this type, of course, also 
commonly appear in the air, especially in 
urban communities. Irritating gases are 
not all necessarily enhanced by aerosols; 
the nature of the aerosol itself also is of 
significance.” We are currently study- 
ing the possible mechanisms of this phe- 
nomenon. The thesis that the effect of an 


58, Fes. 1959 


Provides Triaminic for more complete 
and more effective relief from nasal and 
paranasal congestion because of systemic 
transport to all respiratory membranes— 
without drawbacks of topical therapy.t 


Provides well-tolerated APAP (N-acetyl-p- 
aminophenol) for prompt and effective 
analgesic and antipyretic action to make 
the patient more comfortable. 


Special “timed release” design 


first—the outer layer dis- 
solves within minutes to 
give 3 to 4 hours of relief 


then —the Inner core 
releases its Ingredi- 
ents to sustain relief 
for 3 to 4 more hours 


also available for those patients who prefer 
liquid medication: msion 


+Lhotka, F. M.: Ilinois M. J. 112:259 D.: 
Monthly 37:460 (July) 1958. Farmer, D. F.: 


Tussagesic 


*Contains TRIAMINIC to Sw running noses & e. and open stuffed noses orally: 


SMITH-DORSEY « a division of The Wander Company ¢ Lincoln, Nebraska * Peterborough, Canada 


ow- All cold symptoms 
can be controlled 


Provides Dormethan (brand of dextro- 
methorphan HBr) for non-narcotic anti- 
tussive action on the cough reflex center in 
the medulla—as effective as codeine but 
without codeine’s drawbacks. 


Provides terpin hydrate, classic expector- 
ant to thin inspissated mucus and help the 
patient clear the respiratory passages. 

lin. Med. (Sept) 1958. 


Each TUSSAGESIC tablet provides: 


(phenylpropanolamine HCl . . 25mg. 
pheniramine maleate . . 12.5 mg. 
pyrilamine maleate 12.5 mg.) 

Dormethan 

(brand of HBr) 30mg. 

Terpin hydrate. . + 180mg. 

APAP (N-acetyl- S25mg. 


: One tablet in the morning, midafter- 
noon and in the evening, if needed. 


* timed-release 
tablets 


irritant gas on the lung is enhanced by 
the simultaneous presence of an aerosol, 
however, is not accepted by all investi- 
gators, but the preponderence of medical 
opinion favors it. Since it is impossible 
to conceive of natural air without the 
presence of an aerosol of some type, the 
matter may indeed be significant. 


TISSUE, CELL, AND ENZYME STUDIES 


Necessarily our studies of the action of 
these noxious agents on the body began 
at the primary level. Knowing that the 


body’s response to membrane irritation 
would evoke a series of protective mech- 
anisms that would mask the effect, we 
determined that one of the better ways 
to study membrane irritation would be in 


isolated cells and cell groups. We are 
promoting such an activity at Baylor 
University. Using a mixture probably 
containing nitro-olefins as one of the 
toxicants, data thus far show that such 
air pollution adversely affects muscle con- 
traction and leucocyte metabolism in spe- 
cial preparations.” This continuing work 
has as its ultimate purpose the elucida- 
tion of the effect of such air pollutants 
upon the enzyme systems that are modi- 
fied to produce these end reactions. 


In line with these explorations, we also 
employed the tissue culture technique 
which is relatively unexplored for toxico- 
logical studies. This technique is applied 
to the study of cell preparations, general- 
ly of human origin, for changes in 


A-169 


| 
= 
~ 
ey 
| 
i 


Se 
(GROWTH) (MATURATION) (DECLINE) 


For patients over 40, The G POINT (point of declination in life) can be postponed! 


Properly balanced Androgen — Estrogen — nutritional therapy may prevent pre- 
dal decline and nutritional inadequacy. 


mature eging and d ge of g 


Complaints of symptoms such as muscular pain, fatigue, irritability, and poor ap- | 
petite in the patient over 40 may be the first indications of three major stress 
factors in the aging process: (1) Gonadal Hormonal Imbalance, (2) Nutritional In- | 


adequacy and (3) Emotional Instability. GERITAG is especially formulated to guard 
against premature damage and to delay the degenerative process. 
Rx GERITAG in preventive geriatrics. Also available as injectable. 


Each Magenta Soft Gelatin Capsule contains: 


Methyltestosterone...... 2 mg. 
Ethinyl Estradiol... 0.01 mg. 


Ferrous Sulfate 50 mg 
mg 
Ascorbic Acid... 30 mg 
Molybdenum... 0.5 mg. 
Cobalt... 
Copper... .... 0.2 mg. 
Vitamin A. 5,000 I.U. 
Vitamin 400 I.U. 
Vitamin E 1 LU. 
Cal. Pantothenate 3 mg. 


Literature and references available. 


*Chappel, C.C., J.A.M.A., 162: 1414, (Dec. 8) 1956 


Thiamine Hcl... 2 mg. 
Riboflavin... 2 mg. 
Pyridoxine Hcl. 0.3 mg. 
Niacinamide____. 20 mg. 
Manganese __. 1 mg. 
Magnesium . Smg. 
0.15 mg. 
Potassium... 2 mg. 
1 mg. 
Choline Bitartrate 40 mg. 
Methionine... 20 mg. 
Inositol... ...  . .... 20 mg. 


growth, reproduction, and metabolism. 
An authority in the field of tissue culture 
studies at the University of Nebraska 
undertook the project for us. Using tissue 
cultures about which a great deal is 
known (fibroblasts, cancerous cervical 
epithelial cells, and liver cells), the in- 
vestigator showed that low concentra- 
tions of sulfur dioxide stimulate cellular 
activity; high concentrations of the gas 
are lethal.” The effects of sulfur dioxide, 
nitrogen dioxide, salts of these acid gases, 
gasoline, and ozone are under continuing 
investigation. 

Work on the causes and nature of eye 
irritation has progressed slowly. Research 
in California has produced some signifi- 
cant findings and it is now generally 
agreed among authorities that although 
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the eyes of susceptible persons in Los 
Angeles become irritated when certain 
air pollution constituent levels are high, 
there are no objective changes in the 
eyes.” In addition, the occurrence of eye 
irritation under experimental conditions 
is statistically associated with the pres- 
ence in the air of a group of chemicals 
that include the nitro-olefins, as men- 
tioned. 

Explorations at the Occupational Health 
Field Headquarters show that another 
body system may be affected by irrita- 
tion from air pollution. While exploring 
the mechanism involved in the develop- 
ment of pulmonary edema from ozone, 
previously described, it was shown that 
there was a simultaneous decrease of cer- 
tain enzymes including alkaline phospha- 


tase in the affected lung tissue. A 
search was then made for the alkaline 
phosphatase level in the circulating blood 
as possibly being a more convenient indi- 
cator of lung injury. Again, the enzyme 
level! was found to be altered. In the 
present state of knowledge we have not 
been able to extrapolate these findings to 
the human. But, if we should succeed in 
doing so, we may be able to detect the 
degree of lung injury simply by testing 
a blood sample. 


CARDIORESPIRATORY DISEASE 


At the University of Cincinnati, a de- 
tailed study of house-bound cardiorespira- 
tory patients revealed that the diffusion 
of vital gases across the respiratory mem- 
branes into the blood was adversely af- 
fected by peak levels of urban air pollu- 
tion in the Cincinnati area.* This may 
indeed by significant. At the University 
of Pittsburgh attempts are underway to 
test the effects of irritant gases upon the 
lung function of experimental animals in 
which cardiorespiratory disease has been 
previously produced artificially.” 

In this connection, a Los Angeles pul- 
monary physiologist, during periods of 
high air pollution, has placed patients 
with known lung disease at the Samari- 
tan Hospital in a special room where 
only cleaned air is allowed to enter. After 
a period of a few hours, these people 
show appreciable improvement in the 
function of their lungs, and so in their 
well-being. 


Chronic Bronchitis—In addition to 
studying the nature of air pollutants, 
their effects on specific organ systems, 
and the method of evaluating their effects 
upon community health, we hope to ob- 
serve the relationship of air pollution to 
specific diseases. At the California State 
Department of Public Health, investiga- 
tions currently are underway on the ef- 
fect of air pollution on the natural his- 
tory of the diffuse clinical syndrome 
called chronic bronchitis. 

Studies of the natural history of 
chronic bronchitis have been strongly in- 
fluenced by experience in Great Britain.“ 
Air pollution in the British Isles, asso- 
ciated primarily with weather and use of 
relatively low-grade solid fuel, has been 
a subject of concern for years. The epi- 
sode in London in December 1952,° to 
which some 4,000 deaths were attributed, 
led to intensive epidemiological study. 
Some significant concepts stem from these 
current investigations. 

For some time chronic bronchitis has 
held a high place among the causes of 
death in Great Britain,“ certainly much 
higher than in the United States. With- 
out going into the attempts to consider 
all the possible variables that may exp!ain 
the reasons for the difference, it is the 
consensus of enlightened British medical 
opinion that they do, in fact, have a higa 
frequency of this disease and that its oc- 
currence is very likely associated with air 
pollution. In contradistinction to our pre- 
dicament, they have identified a disease 
entity which they can relate to their air 
pollution. 

In effective liaison with the British in- 
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vestigators,® we are currently trying to 
clarify the reasons for the difference be- 
tween their frequency of chronic bron- 
chitis and ours. Prevailing judgment 
among qualified people is that the fre- 
quency of this disease in the United 
States has been increasing in recent years. 


Bronchial Asthma—Bronchial asthma 
has also received considerable attention, 
but the results of several investigations 
are far from conclusive. A study in 
Pasadena, Calif., under the auspices of 
the California State Department of 
Health, involved a preliminary survey of 
the occurrence of asthmatic attacks in 
relation to certain air pollution varia- 
bles. The results indicated that there 
was a doubtful association between cer- 
tain high air pollution levels and occur- 
rence of asthmatic attacks. This finding 
was unexpected, to say the least. Obser- 
vations among asthmatic patients in the 
Nashville study may be useful in clarify- 
ing the matter.” 

One of the newest aspects of the Air 
Pollution Medical Program is designed 
to investigate the size of the health prob- 
lem caused by airborne allergens of vege- 
tative and related origins. Seasonal hay 
fever, it is estimated, attacks between 1 
and 2% million people in the United 
States; bronchial asthma is said to affect 
from % to 3% million persons. We are 
also obtaining data on the degree of dis- 
ability that these illnesses cause and their 
cost to the Nation in loss of working 
ability. 

The concept that simple chemical sub- 
stances may combine with body proteins 
to form a new substance which may be 
allergenic has played an important role in 
establishing our concern with airborne 
allergens or allergen precursors. Such 
precursors, simple chemical substances, 
may well be present in polluted air. We 
discussed briefly how ozone combined 
with proteins experimentally resulted in 
the formation of a new antigenic agent.” 
The significance of that observation is 
enhanced by a report received a few 
years ago from the U.S. Army in Japan.” 
It appeared that in and about Yokohama 
some persons of the Army of Occupation 
and members of their families developed 
symptoms of bronchial asthma on certain 
days. This was deemed to be due to ma- 
terial discharged into the air from indus- 
trial operations. From the data supplied, 
the specific causative mechanism is not 
known. It cannot be ignored, however, 
that reports of this nature are rare. A 
few reports in the medical literature” 
have directed attention to an allergic re- 
sponse to sulfur dioxide in air; however, 
it is perplexing that despite the fact that 
sulfur dioxide is present in the air of so 
many urban communities, the reports are 
so rare. If the matter were looked into 
thoroughly, more reports might be forth- 
coming. 

Respiratory Infections—Although in- 
fectious diseases are primarily the con- 
cern, in the Public Health Service, of the 
National Institute of Allergy and Infec- 
tious Diseases and of the Communicable 
Disease Center, our program has been 


Vor. 58, Fes. 1959 


NEW 


Each Stenisone tablet contains: 


Organon 


Where corticosteroids 
are useful, 
Stenisome 

is more safely useful." 


Here’s why: 


; fused by corticosteroid claims? 


Stenisone 
combines clinically- 
proved prednisone 
with aid against the 


unseen side-effects: 


5 mg. Prednisone—for anti-inflammatory effects 
20 mg. Methandriol—for nitrogen-sparing action 
Gastric Protectors*—to help avoid steroid ulcer 


*The Trevidal® formula: 100 mg. Mag. Trisil., 
60 mg. Alum. Hydrox. Gel., 70 mg. Cal. Carb., 
40 mg. Mag. Carb., 66.6 mg. Regonol®, 
and 30 mg. Egraine.® 


Organon Inc., Orange, New Jersey 


probing the possibility that air pollutants 
may modify airborne infectious agents; 
they also may be a factor when exposed 
human tissue becomes vulnerable to in- 
fection. Early studies by others have 
suggested that airborne chemicals destroy 
some airborne bacteria and might, there- 
fore, actually reduce the possibility of 
air-transmitted disease of the respiratory 
tract. What was not considered in those 
early studies was the possibility that air 
pollutants would alter the body mem- 
brane surfaces to make them susceptible 
to infection. A few years ago, research- 
ers at Johns Hopkins University studied 
the occurrence of pneumonia in mice ex- 
posed to coal smoke and then to pneu- 
mococci.” The data indicated that pneu- 


monia did not occur more frequently in 
mice exposed to smoke. However, an- 
other investigator, working at the Ar- 
mour Research Foundation under Air 
Force auspices, exposed animals to low 
concentrations of ozone prior to their ex- 
posure to airborne organisms, and found 
that pneumonia infection was of greater 
frequency in the exposed animals.” We 
are currently supporting research at the 
University of California on the influence 
of ozonized gasoline fumes upon the 
pneumonia rate in mice, exposed also to 
a virulent pneumococcus.™ 

Lung Cancer—The increase in the fre- 
quency of lung cancer throughout the 
world in recent years has stimulated uni- 
versal interest. The most recent data 
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point to cigarette smoke as a major fac- 
tor. Cigarette smoking notwithstanding, 
some statistical studies have shown that 
the cancer rate is higher in urban areas 
with high air pollution levels than in 
rural areas with low air pollution levels.” 

It is generally accepted that the air can 
carry materials capable of acting as carcin- 
ogens. Acceptance of this belief is based 
in great part on work done with experi- 
mental animals. Industrial experience has 
shown that the air inside certain factories 
contains some carcinogens. It is not diffi- 
cult, then, to understand that many of 
these same agents are released into the 
community air. Furthermore, such well- 
known experimental carcinogens as benz- 
pyrene have been found in community 
air,” as well as in exhaust gas from the 
internal combustion engine.” Research 
conducted at the University of California 
at Berkeley has shown that such poly- 
cyclic hydrocarbons can be produced by 
combustion of even some of the simplest 
straight-chain hydrocarbons under suit- 
able conditions.* 

Some epidemiological investigations of 
the lung cancer problem in Great Britain 
show that there is an association between 
urban living, frequency of lung cancer, 
and the presence in the air of certain 
polycyclic hydrocarbons already known to 
be carcinogenic for experimental animals. 
Preliminary statistical evaluation of cer- 
tain American mortality data in our own 
program bears out the association be- 
tween air pollution and lung cancer. 

Currently in progress, in the second 
year of a 3-year job, is an investigation 
of the carcinogenic potential of the par- 
ticulate matter collected in nine cities in 
the United States.” For these nine cities 
there are relatively wide variations in 
lung cancer frequency. 


Mucosal Changes in Air Passages—In 
considering the relationship of cancer of 
the lung (or possibly of other organs) to 
air pollution, some people deny a possible 
causal connection between the two be- 
cause, they say, the amount of potential 
carcinogenic material in the air is too 
small to be biologically active. Although 
we can see no immediate resolution to the 
controversy on this matter that would be 
acceptable to all, we do keep in mind 
that there are airborne materials which 
may act as adjuvants, enhancing the po- 
tential injurious effect of even small 
amounts of such carcinogenic agents. One 
of these adjuvant factors is the ability of 
some airborne compounds to remove and 
thus activate the carcinogenic polycyclic 
compound sometimes found adhering to 
an inert particle.” Similarly, airborne ir- 
ritants, because they can slow the rate 
of removal of potential carcinogens from 
lung airways, enhance the contact time 
between the carcinogens and susceptible 
epithelium." Finally, airborne irritants 
cause some denudation of the surface 
layers of the lining of the air passages, 
thus exposing the deeper, more suscepti- 
ble layers to contact with potential car- 
cinogens.™* 

Some investigators have shown that 
airborne irritants, at least those from 
cigarette smoke, cause appreciable changes 


in the epithelial lining of the airways of 
the human lungs.“ These investigators 
believe that the changes are directly re- 
lated to cancerous developments. Regard- 
less of whether or not cancer is so relat- 
ed, it is still important that such irritation 
causes severe changes in the anatomy 
and in the functional activity of the hu- 
man air passages. 

The air passages naturally get primary 
attention in considering the relation be- 
tween air pollution and cancer; but other 
tissues and organs also may be affected. 
A preliminary review of our statistical 
studies on the frequency of cancer of the 


esophagus and stomach reveals an asso- 
ciation similar to that between air pollu- 
tion and lung cancer. This finding may 
be related to some experimental observa- 
tions wherein it was noted that animals 
exposed to various dusts showed an ap- 
preciable amount of dust in the intestinal 
tract.”. This finding also fits, to a certain 
extent, the occurrence of symptoms of 
stomach irritation that occurred in some 
of the recorded episodes ef acute air 
pollution.® 

In the closing months of 1958, it ap- 
pears that we can say definitely that sev- 
eral important and significant findings 


trol cough in the chest. 


the medulla. 


and ventilation. 


ance. 
6. TESSALON relieves dyspnea. 


Fewer coughs per minute 


2. TESSALON acts centrally, to control 
cough at the level of the “cough center” in 


3. TESSALON is reported to thin sputum.” 
4. TESSALON increases vital capacity 


5. TESSALON improves exercise toler- 


Shane and co-workers,” using the method of 
Bickerman and Barach,* induced measur- 
able cough in 20 volunteers, using a 15 
per cent citric acid aerosol as the cough- 
producing agent. The antitussive efficacy of 
TESSALON (100 mg.) was estimated to be 242 
times that of codeine (#2 grain) in this test. 


Physicians turn to Tessalon® to control cough 
Single agent with multiple actions broadens cough therapy 


A single therapeutic agent developed by 
CIBA research now does all that has been at- 
tempted with combination cough remedies. 
Extensive clinical trials, involving more 
than 3,000 patients with acute or chronic 
cough, have shown that TESSALON has at 
least six advantages that result in better total 
management of the patient with cough: 

1. TESSALON acts peripherally, to con- 


erally. 
Thins sputum 


easier to raise.’ 


afferent cough impulses to the efferent 
branch of the cough reflex.° The administra. 
tion of TESSALON inhibited reflex transmis. 
sion, when the afferent nerve was stimulated 
electrically. With this “damping” effect on 
the cough center in the medulla, TEssALon 
controls cough centrally, as well as periph. 


TESSALON controls cough frequency without 
interfering with productivity or expectora- 
tion. In fact, sputum is usually thinner, 


Increases vital capacity 

Respiration usually increases both in depth 
and volume during TESSALON treatment.” In 
one study,’ patients with chronic respiratory 
disease, with and without bronchospasm, 
showed a mean increase of 19.7 per cent in 
vital capacity after a 2-week course of 


TESSALON. 
Cough suppressing activity of TEssaLon? 
Average Number of Coughs* | Improves exercise tolerance 
No therapy $3 By inhibiting stretch receptor activity, and 
Codeine 44 by increasing air intake, TESSALON enables 
TESSALON 17 ne . 


tion of citric acid to induce cough. 
on three separate occasions. 


*Based on 5-minute interval immediately following inhala- 
Each patient was tested 


eliminates many paroxysms of coughing. 


Controls cough in the chest 


It has been shown that the increased sensi- 
tivity of the sensory receptors in the lung 
during inspiration is an important part of 
the cough mechanism. TESSALON has a selec- 
tive inhibiting effect on these dilation or 
“stretch” receptors‘ that helps to control 


Spinal reflex arcs were studied for the inhib- 
.itory effect of TESSALON on the transfer of 


Relieves dyspnea 


cough where cough begins—at points of irri- TESSALON. 

tation in the chest. Fast, prolonged acti 

oa pat the congh The cough suppressant effect of TESSALON 
in the med 


usually from 3 to 8 hoursi. - 


patients to tolerate exercise or work better, 


Farber and Wilson® note that one of the im- 
portant contributions of TESSALON to cough 
therapy is “...its action as a reliever of dysp- 
nea in some patients.” Shortness of breath, 
wheezing, weakness, “blackouts” are not 
likely to trouble the patient treated with 


starts rapidly—usually within 15 to 20 min- 
utes. The duration of effect is prolonged— 
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have emerged from our research on air 
pollution and its effects on man. Al- 
though further study is required in vir- 
tually all fields, it is obvious that we 
have uncovered some very promising 
leads. 


FUTURE EMPHASIS 


Analyzing the progress of our pro- 
gram, we have reached the conclusion 
that during the next few years we can 
achieve the best results by concentrating 
research on five principal subjects: 

1. The relationship of air pollution to 


variation in the geographic distribution 
of death and disease, by cause. 

2. The association between air pollu- 
tion and the functions of the respiratory 
system. 

3. The association between air pollu- 
tion and cancer and cardiovascular dis- 
eases. 

4. The effects of specific air pollutants, 
singly and in combination, in accordance 
with varying chemical and physical prop- 
erties. 

5. The fringe areas of air pollution 
health research. 


Indications 

TESSALON is indicated in acute and chronic 
cough. 

acuTE: Common cold, Bronchitis, Pneu- 
monia, Upper respiratory infection, Pleu- 
risy, Spontaneous pneumothorax, Bronchial 
irritation provoked by gases and foreign 
bodies. cHRoNIC: Pulmonary emphysema, 
Bronchitis (emphysematous, asthmatic), 
Bronchial asthma, Tuberculosis, other 
chronic pulmonary diseases, Pulmonary or 
mediastinal tumors 

PROCEDURES: Bronchoscopy and bronchog- 
raphy, Thoracentesis, Thoracic surgery 
Dosage 

apuLTs: Average dosage is one Perle (100 
mg.) t.i.d. If necessary, or where cough is 
refractory, up to 6 Perles (600 mg.) daily 
may be given. 

CHILDREN UNDER 10: One Pediatric Perle 
(50 mg.) t.i.d. is the usual dosage. 

The Perles should be swallowed without 
chewing, and, if necessary, with a liquid. 
Release of TESSALON from the Perle in the 
mouth produces a temporary local anesthe- 
sia of the oral mucosa. 

Side Effects 

TESSALON is well tolerated. Only occasional- 
ly have side effects been reported. Skin rash, 
nasal congestion and a vague “chilly” sensa- 
tion have been mentioned. In rare instances, 
gastrointestinal upset, constipation or seda- 
tion have been observed. No adverse effects 
on respiration, kidney or liver function tests, 
blood count or urinalysis were reported. 
Supplied 
Perle form (liquid-filled gelatin spheres) 
provides speed of liquid medication—con- 
venience and dosage accuracy of capsule 
medication. In two strengths: 100-mg. 
Perles (yellow), for adult use; 50-mg. 
Perles (red), for children under 10. 


Controls cough 
where cough 
begins—in the chest. 


Samples available on request. Controls cough at the 
cough reflex center— 
1. S. W.: Ann. Allergy 15 15:52), (Sept-Oct) 1957. in the medulla. 
icke! 

Barach, Am. Sc. 228:156. Aug) $54. Thins sputum. 
15: 3g Meier, in. H. J.: Per- Increases vital capacity 

al communication. ich L., and and ventilation 

. W.: J. Allergy 28:514 Bickerman, H. A.: 
To be pu ished. 8. Fi M., and Wilson, R. H. 
To be published. Improves exercise tolerance. CIBA 

TESSALON® (benzonatate cra) Relieves dyspnea. 


LOCALF AND DISEASE 


In regard to the first, we have long 
known that there are important mortality 
differences among nations, among conti- 
nents and, to some extent among ethnic 
groups. Only recently, however, have we 
begun to appreciate the fact that there 
are important differences in mortality 
among cities and that most of the differ- 
ences may occur even among different 
areas within a city. There is now no 
doubt that urbanization exerts an effect 
on health. The higher the degree of ur- 
banization, the more prevalent do some 
diseases become. We know, of course, 
that among the many variables that may 
contribute to these differences are the 
following: climate, socioeconomic status, 
ethnic or genetic composition, food and 
water supplies, availability of medical 
care, and the pattern of customs in medi- 
cal diagnosis. Despite these other varia- 
bles, however, we are convinced that air 
pollution is without doubt an important 
factor among the many potential causes 
of geographic variations in mortality and 
morbidity. 

We started late in the field of epidemi- 
ology because of conceptual and opera- 
tional difficulties, the necessity to acquire 
basic statistical data, and the unfulfilled 
hope that our initial laboratory investi- 
gations would provide information and 
directions that might simplify the human 
studies. Much of the required demo- 
graphic data has now been acquired. 


What are the principal results thus far 
of our epidemiological studies, prelimi- 
nary though they may be? 

1. There is evidence that the people 
who were affected by the air pollution 
episode in Donora in 1948 have more 
sickness and a higher mortality rate later 
than their fellow townsmen of similar 
ages who were not affected. 


2. There is evidence that death rates 
for certain causes increase directly with 
degrees of urbanization. Specifically, 
these causes include cancer of the lung, 
cancer of the stomach and esophagus, 
and arteriosclerotic heart disease and cer- 
tain other heart conditions. 


3. Short-term increases in air pollution 
exposures cause changes in the lung func- 
tion of persons with chronic cardiore- 
spiratory impairments, and this effect 
may be delayed for 3 or 4 days after ex- 
posure. Exposure to “filtered air” may 
relieve these symptoms. 

Admittedly, these findings are not as 
definitive or comprehensive as we would 
like them to be. We feel, however, that 
they are sufficient to justify the more in- 
tensive studies now underway, and those 
planned for the next few years. This 
means that we shall continue direct op- 
erational support of statistical analysis 
of morbidity and mortality data, commu- 
nity surveys (such as those at Nashville 
and Donora), and morbidity investiga- 
tions similar to those on chronic bron- 
chitis and bronchial asthma in California. 


IRRITANTS AND BREATHING 


The second major subject has to do 
with the effect of air pollution on man’s 
breathing ability. The effects found thus 
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After absorption, theophylline is slowly eliminated. 
¥ Therapeutic blood levels endure for hours.* 


This predictability of blood levels permits quite constant 
therapeutic blood levels night and day, providing 

B relief of wheezing, dyspnea, cough, and protection 
against acute attacks for most patients.* 


DOSAGE: First two days: 
45 cc. (three tbsp.) on arising; 
45 cc. (three tbsp.) on retiring; 


45 cc. (three tbsp.) once midway 
between above doses 
(about 3 P.M.) 


After two days of therapy the size of doses should be slightly decreased. 
Each tablespoonful contains: theophylline 80 mg., alcohol 3 cc. 
Prescription only — bottles of 16 fl. oz. 


* Reprints of these studies on request. 


of asthma and emphysema 


Just as with I.V. aminophylline,* high theophylline blood 
¥ levels reached in minutes — from a single dose.* 


non-steroid therapy 


4 hours 


} 
Therapeutic blood levels 
Sub-therapeutic blood levels . 


15 minutes 


Leboralories 


Detroit 11, Michigan 


far are essentially those resulting from 
irritation. The important findings include 
the following: 

1. Irritant gases, such as sulfur dioxide 
and ozone in amounts similar to those 
in community air, have an adverse effect 
upon man’s ability to breathe. 

2. Continuous or repeated inhalation of 
ozone scars the lung tissues of animals. 

3. Exposure to ozone disturbs the alka- 
line phosphatase levels in the body, which 
may indicate that other changes in en- 
zyme and metabolic activity are oc- 
curring. 

4. Irritant gases cause pulmonary edema 
and affect enzyme systems and other 
physiological mechanisms. 

5. Inhalation of some irritant gases 
mixed with certain aerosols that are 
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usually considered physiologically inert 
increases the adverse effects of the gases. 

6. On the other hand, repeated inhala- 
tion of small quantities of ozone, and 
possibly other gases, appears to result in 
a significant degree of increased resist- 
ance to the acute effects of ensuing 
heavier exposures. 

These findings have resulted in the 
main from experimental exposures of 
animals. Their extension to human be- 
ings poses obvious difficulties of varying 
degrees, and in a few instances, efforts 
of such extension have already begun. 
We expect to continue to support and 
carry out the significant leads by the 
following: (a) evaluating pulmonary 
function; (b) continuing research grants 
in basic and applied pulmonary physiol- 


ogy; (c) direct investigations of effects 
on animals exposed to irritant pollutants ; 
and (d) research contracts to groups 
using basic and applied physiological tech- 
niques. Although the basic laboratory 
work involving biochemistry, enzymes, 
and tissue cultures has shown promise, 
the findings can not yet be extended to 
man. Because of the basic nature of this 
research it is best supported by the re- 
search grant mechanism. 


CANCER AND HEART DISEASE 


Our third major subject includes lung 
cancer, and possibly other cancers, as 
well as cardiovascular diseases. 

No one can deny that heart disease 
and cancer are two of the important dis- 
eases in this country today. Together, 
they account for 54 percent of all deaths.” 
Lung cancer, although accounting for 
only 1.8 percent of deaths® has been in- 
creasing rapidly in recent decades. Sta- 
tistical studies relate this increase in lung 
cancer to cigarette smoking. A similar 
association has been shown with heart 
disease mortality, which, although less 
startling in percentages, is even more im- 
pressive in total numbers of deaths. What 
light, if any, have studies on air pollution 
thrown upon the causes of these diseases ? 

1. There is evidence that death rates 
for certain causes of death increase 
markedly with urbanization. Specifically, 
these causes include cancer of the lung, 
trachea, and bronchus, cancer of the 
stomach and esophagus, arteriosclerotic 
heart disease, and myocardial degenera- 
tion. The increase of lung cancer with 
population density persists even when the 
degree of cigarette smoking is held con- 
stant.™ 

2. Fragmentary evidence of the distri- 
bution of cancer mortality within cities 
appears to be at least partially related to 
the distribution of air pollution intensity. 

3. Certain air pollutants found in our 
cities are known to be experimentally 
carcinogenic for animals. Chemical anal- 
ysis has disclosed many other potential 
carcinogens in air; these may also be 
carried by particulate matter deep into 
the lung. 

Admittedly, these findings taken to- 
gether would justify devoting our entire 
resources to following them up. How- 
ever, the total air pollution budget of the 
Public Health Service, slightly less than 
$4- million, with about $1.5 million avail- 
able for health studies, has powerful al- 
lies in the current annual Public Health 
Service appropriation for heart research 
($46 million), and for cancer ($75 mil- 
lion). Consequently, the air pollution pro- 
gram is directed to encouraging those 
with technical and financial resources to 
undertake epidemiological and laboratory 
studies on environmental stresses in the 
community in general, and on air pollu- 
tion in particular. For example, coopera- 
tion with the National Cancer Institute 
was arranged to determine the carcino- 
genic potential of air pollution particu- 


‘late samples collected from nine cities by 


the National Air Sampling Network. The 
protocol was developed jointly with the 
National Cancer Institute and the Air 
Pollution Engineering Program. The Air 
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AND EFFECTIVE MAIN- 
TENANCE 
BEEN PROBLEM OUR 
INSTITUTION UNTIL 
USED GITALIN 


Arteriosclerotic Heart Disease 


WIDEST SAFETY MARGIN—AVERAGE THERAPEUTIC 
DOSE IS ONLY % THE TOXIC DOSE. The average 
therapeutic dose of other digitalis preparations is 
% the toxic dose.* 


FASTER RATE OF ELIMINATION THAN DIGITOXIN OR 
DIGITALIS LEAF. Therefore should toxicity inadvert- 
ently occur, symptoms would be of much shorter 
duration with GITALIGIN. 


THESE SIMPLE DOSAGE EQUIVALENTS MAKE IT EASY 
TO SWITCH YOUR PATIENT TO GITALIGIN—0.5 mg. 
of Gitaligin is approximately equivalent to 0.1 Gm. 
digitalis leaf, 0.5 mg. digoxin or 0.1 mg. digitoxin. 


Supplied: 

GITALIGIN 0.5 mg. Tablets—bottles of 30 and 100. 
GITALIGIN Injection Ampuls— 2.5 mg. in 5 cc. sterile, 
1.V. solution. 

GITALIGIN Drops 30 cc. bottle with special calibrated 
dropper. 


WHITE LABORATORIES, INC., KENILWORTH, NEW JERSEY 


*HarRis, R., AND DEL GIACCO, R. R.: AM. HEART J. 52:300, 1956 © Twuite's BRAND OF AMORPHOUS GITALIN e FeisriocraPHy AVAILABLE ON REQUEST 
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MOL-IRON... 
WELL TOLERATED 

of 336 patients" 


FeSO, 


Vi TAMIN C —“Optimal absorption of iron is best assured 


by administering it in the ferrous form with ascorbic acid...” 


WITH Each contains—Mol-Iron (ferrous sulfate 195 mg., 
molybdenum oxide 3 mg.) plus ascorbic acid 

VIT AMIN _ 75 mg. Bottles of 100. Dose — 1 or 2 tablets t.i.d. es 
1 Brit, M, J. 1:407, 1952. 2. Bull. Margaret Hague Mat. Hosp. 1:68, é 

-- 9948. 3. Am. J. Obst. & Gyn. 57:541, 1949. 4. Connecticut M. J. Q 
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Pollution Medical Program paid part of 
the cost of the first year. The National 
Cancer Institute assumed the total cost 
for the second year. 


ANIMAL STUDIES 


The fourth subject deals with the ef- 
fects of different air pollutants. All our 
previous experience indicates that the 
chemical and physical nature of sub- 
stances are important in determining their 
biological effects. We have not devoted 
much effort to studying the effects of 
specific substances, largely because our 
air sampling information indicates that, 
as an acute problem, the community levels 
found are too low, and that as a long- 
term problem it is not possible to isolate 
effects due to one substance from those 
due to others. We have, however, pro- 
moted research work on the effects of 
mixtures of pollutants and especially 
those that generally simulate the type of 
pollution in Los Angeles. Some of the 
significant leads that. stem from those 
studies are the following: 

1. Certain nitro-olefins believed on 
theoretical grounds to be present in Los 
Angeles air may be among the factors 
that irritate eyes. Synthetically prepared 
nitro-olefins have been found to be high- 
ly irritating and rapidly fatal to animals 
in acute exposures. At concentrations 
believed possibly extant in Los Angeles 
air at times, they cause eye irritation in 
man. 

2. There is diminished oxygen uptake 
and decreased growth of micro-organisms 
exposed to simulated Los Angeles type 
of air pollution. 

3. The fertility of experimental mice 
and the survival rate of newborn mice 
seem to be reduced by the artificial Los 
Angeles type of air pollution. 

The Los Angeles area has made great 
strides in controlling its original sources 
of air pollution. The most important re- 
maining uncontrolled source of pollution 
in Los Angeles is said to be the internal 
combustion engine. Because of special 
budgetary considerations we expect to be 
able to expend a large sum during the 
next fiscal year on the study of automo- 
bile exhaust gases and their toxicity. 
These studies will be based in part upon 
a research facility that will generate, 
monitor, and analyze various types of 
light-irradiated exhaust gases and will 
then feed them to exposure chambers 
designed to study the effects on vegeta- 
tion, micro-organisms, and small experi- 
mental animals. 


FRINGE AREAS OF RESEARCH 


Our fifth subject, the fringe areas, 
includes those problems which appear to 
be of primary concern to researchers 
who are not in air pollution work. One 
example is that of the inhalational aller- 
gies. This subject is divisible into two 
aspects. First, the familiar plant pollens, 
causing hay fever and similar reactions. 
Second, the question of whether or not 
chemical conditions in air can cause al- 
lergic reactions in some susceptible peo- 


ple. 
Another example in this fringe area is 
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the effects of air pollutants which reach 
the gastrointestinal tract. If our pilot 
studies of such questions indicate the se- 
rious possibility of important findings, 
we are prepared to follow through. 


LONG-RANGE GOALS 


We have described a blueprint for the 
near future. These are the things we are 
doing now or will be doing during the 
next 2 or 3 years. Medical research in 
air pollution from the long-range aspect, 
we believe, will be the following: 

First, we think we shall some day re- 
turn to the consideration of effects upon 
cells and tissues. Methods will eventually 
be developed whereby we will be able to 
extrapolate the observed effects to intact 


animals and to human beings. Controlled 
exposures of isolated cells and of tissues 
will then be a screening device. 

Second, we expect that we shall de- 
velop realistic maximal permissible con- 
centrations, based on reliable studies and 
adaptable to the industrial and meteoro- 
logical conditions of a given city. 

Third, we think that the public health 
engineer and the public health physician 
will participate much more in studies of 
community ecology, in planning and zon- 
ing programs, and the like. The advan- 
tages and disadvantages of alternative 
proposals may be evaluated, not only in 
aesthetic and economic terms, but with 
reference to present and future effects 
upon the health of the community. 
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Advances in knowledge of the clinical 
uses of the recently discovered opiate 
antagonists nalorphine and levallorphan 
in the treatment of opiate and opioid 
poisoning, and the use of these drugs in 
the diagnosis of narcotic addiction, are 
reviewed in this monograph. Also dis- 
cussed is the abuse of narcotic drugs, in- 
cluding the neurophysiological and psy- 
chological mechanisms of intoxication, 
pharmacogenic dependence, and relapse 
after cure. 


CLINICAL USES OF OPIATE 
ANTAGONISTS 


In human subjects, nalorphine produces 
autonomic effects resembling those of 
morphine, but often it also produces hal- 
lucinatory and other mental disturbances, 
particularly after repeated doses or large 
single doses. In man, nalorphine has 
analgesic properties, and repeated doses 
do not produce addictions (physical de- 
pendence), but its “side effects” impair 
its clinical usefulness in the manage- 
ment of pain. In medical practice, nalor- 
phine has been used primarily for resusci- 
tation of patients poisoned by overdoses 
of morphine, heroin, methadone, dihydro- 
morphinone, pantopon, levorphan, meperi- 
dine, or alphaprodine. In such cases, the 
most prominent narcotic antagonistic ef- 
fects are those exerted on respiratory 


depression. In subjects addicted to mor- 
phine, methadone, heroin, and many other 
opiates and opioids (except possibly 
meperidine), nalorphine precipitates acute 
“abstinence syndromes” and has _there- 
fore been used clinically in the diagnosis 
of active addictions. Analysis of dose- 
effect relationships both in man and in 
animals suggests that nalorphine and its 
analogs exert their “specific” narcotic- 
antagonistic actions by (a) “molecular 
competition” and (b) “unmasking” of 
the processes responsible for the opiate 
and opioid abstinence syndromes. 


NARCOTIC DRUG ABUSE 


The problems of narcotic drug abuse 
include “euphoria,” “addiction,” and “ha- 
bituation,” and these are considered both 
from the neurophysiological and psycho- 
logical viewpoints. 

The distinction between “positive” and 
“negative” euphoria is discussed, and the 
latter is considered mainly from the 
standpoint of mechanisms involved in the 
production of morphine analgesia. 

Neurophysiological data obtained chief- 
ly in studies on “analgesic-test” reflexes 
in animals indicate that morphine exerts 
selective depressant actions on interneu- 
ronal activity in the spinal cord, medulla, 
midbrain reticular formation, lateral pos- 
teroventral, and certain of the medial 
thalamic nuclei and cerebral cortex, while 
also exerting excitant actions at all levels 
and augmenting supraspinal inhibition. 
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Evidence acquired in studies on both 
man and animals indicates that one of 
the important psychological actions of 
morphine is reduction of pain-anticipa- 
tory anxiety. Other actions of morphine 
that may be involved in the production 
of euphoria are discussed with particular 
reference to personality factors. 

The neurophysiological effects on the 
morphine abstinence syndrome of bilat- 
eral frontal lobotomy and physiological 
“transection” of the spinal cord in man 
(due to disease), and of decortication 
and spinal transection in the dog, indicate 
that the processes responsible for addic- 
tion operate at cellular (neuronal) levels 
throughout the neuraxis and appear to 
involve “counter-adaptations” to the de- 
pressant effects of morphine on interneu- 
ronal activity. While data obtained in 
frontal lobotomized patients and in mon- 
keys subjected to bilateral frontal lobec- 
tomy, bilateral cingulumotomy, or bilat- 
eral ablation of the cingulate gyri are 
conflicting in some respects, it appears 
that although the integrity of the cerebral 
cortex and its connections with subcorti- 
cal structures is necessary for the ex- 
pression of “purposive” abstinence phe- 
nomena, the “nonpurposive” features of 
the morphine abstinence syndrome are 
integrated to a very large extent subcorti- 
cally. In addition, studies on man indi- 
cate that during morphine addiction, 
adrenal and gonadal activities are de- 
pressed, probably through an indirect ef- 
fect on the pituitary gland, and that tran- 


sient “rebound” adrenal hyperactivity 
occurs on withdrawal of the drug. 

In considering the psychological aspects 
of addiction, it is stressed that with the 
development of tolerance the “euphoric” 
effects of morphine become progressively 
attenuated, but that new sources of grati- 
fication are developed as a consequence 
of the progressively intensified “need” 
for the drug. The “rewarding” effects 
of morphine include the periodic relief 
of “craving,” the sense of achievement 
engendered by successful pursuit of drug 
supplies (“hustling”), and social accept- 
ance of the user by other addicts. Also, 
the suffering attendant upon abrupt and 
complete withdrawal of the drug may 
serve some addicts as a means of ex- 
piating guilt. 

The role of “conditioning” in the gene- 
sis of relapse (habituation) is discussed 
from both “classical” and “instrumental” 
theoretical viewpoints. A number of sug- 
gestive, but not conclusive, observations 
indicate that the opiate abstinence syn- 
drome may become “conditioned” to reg- 
ularly associated environmental stimuli. 
If verified, such a process could account, 
in part, for the motivation to relapse 
under certain circumstances long after 
the “unconditioned” morphine abstinence 
syndrome has_ subsided. Data more 
strongly supported by experimental evi- 
dence, obtained in rats, indicate that the 
recurrent reduction of abstinence distress 
during maintained morphine addiction can 
result in reinforcement of such of the 


organism’s activities as culminated regu- 
larly in administration of the drug, and 
that in consequence, “drug-seeking” be- 
havior may persist beyond the duration 
of the “unconditioned” abstinence syn- 
drome. 

It appears likely, therefore, that the 
probability of relapse is not only a func- 
tion of the initial “euphoric” effects of 
opiates, which diminish rapidly as toler- 
ance develops, but also of the cyclic ac- 
tions of these agents in generating de- 
pendence and in relieving abstinence 
symptoms. These actions persist as long 
as the opiates are administered at suffi- 
ciently high dose levels and at sufficiently 
frequent intervals. The probability of 
relapse is also related to the extent to 
which the administration of these drugs 
is brought about by actions of the or- 
ganism upon its environment. In addition, 
theoretical considerations suggest that 
“secondary reinforcers,” or stimuli regu- 
larly associated with reduction of absti- 
nence distress during maintained addiction, 
may serve as incentives for subsequent 
relapse. 

Although practically nothing is known 
about the neurophysiological mechanisms 
operating in relapse, progress in that direc- 
tion, as well as in the further elucidation 
of the psychological processes involved, 
may become possible with continued im- 
provement of recently developed tech- 
niques for demonstrating in animals a 
“model” of this most important of all 
problems of drug abuse. 
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It has often been observed that tasks 
are more interesting, and even easier, 
when several are done at one time. Per- 
haps this is one reason why the family 
approach to feeding chronically ill chil- 
dren is so gratifying, involving as it does 
at least three simultaneous challenges: 
the feeding needs of childhood; the de- 
mands of family feeding; and the special 
feeding requirements imposed by the 
chronic disorder. The way these simulta- 
neous challenges are met may spare the 
child needless damage from the disease, 
and equally important, may salvage the 
benefits that sound feeding practices can 
bring to him and to his whole family. 

There are innumerable chronic diseases 
which beset childhood. They are of in- 
finite variety and may involve any or all 
systems of the body. Some involve the 


*Reprinted from Children, November-Decem- 
ber 1958. 


digestive tract or food utilization. Some, 


such as those accompanied by fevers or 


requiring surgery, create increased food 
needs. Some other conditions have little 
to do with food per se, but can so pre- 
occupy a family that proper feeding gets 
overlooked, as may immunizations and 
other forms of general child care. One 
pediatrician, for example, was struck 
with this when called to attend a group 
of blind preschool children. He said that 
after the initial shock of being confront- 
ed by so many small blind children, the 
next impact was the realization that the 
majority of them presented severe nutri- 
tional problems. He felt that the parents 
had been so overwhelmed with the visual 
problems that they had neglected the 
usual concerns about childhood feeding. 


COMMON DENOMINATORS 


Although chronic conditions are nu- 
merous and varied, there are common de- 
nominators which enable us to get our 
professional bearings and help children 
and their families. These are the growth 
and development tasks of childhood; for, 
sick or well, children struggle along in 
an attempt to accomplish these indis- 
pensable tasks. They enter into a family 
approach to the feeding of a child with 
chronic illness by raising several ques- 
tions : 

1. At this particular child’s age, what 
are the usual nutritional demands of 
growth and development? What does 
food and the feeding process need to 


offer him for his physical growth? for 
his physical, social, and emotional de- 
velopment ? 

2. Does the chronic condition from 
which the child suffers increase, or other- 
wise alter normal needs: Does it pose 
obstacles in meeting them? nausea? pain? 
fatique? loss of appetite from drugs? or 
does it raise other impediments ? 

3. How can the growth and develop- 
ment needs be reconciled with the de- 
mands of the illness? 


4. How can the resultant dietary plan 
for the child be brought into harmony 
with sound feeding practices for the 
whole family, so that insofar as possible 
it can strengthen and unite the entire 
family rather than weaken family feed- 
ing and family unity as it does when the 
focus is on one member of the group and 
includes only dietary treatment? 


These basic considerations are worth 
considering even in a short-term illness. 
They become imperative in long-term dis- 
ability. The differences in planning for 
a short illness and planning for a long 
period of disability are like the differ- 
ences in planning for a short storm and 
planning for a poor climate. Long-term 
stresses of climate or of chronic disor- 
ders cannot be met with makeshift tem- 
porary approaches that might suffice for 
a short emergency. Situations of lasting 
stress require the best provisions our 
minds can contrive. In respect to feed- 
ing, this means that in chronic disability, 
the closer the feeding practices can come 
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to meeting the needs of childhood, and 
of families, the sounder those practices 
are likely to be. 

In feeding children, we usually get our 
bearings by thinking of “ages and 
stages.” For example, from the physical 
standpoint we recognize clear distinctions 
between the infant, the preschool child, 
the elementary-school child, and the 
adolescent. 

In infancy we see a characteristically 
rapid growth, very early advanced motor 
controls of lips, mouth, and throat, and 
gradual establishment of motor mastery 
in other parts of the body. Then in the 
preschool period we see almost constant 
motor activity, and slower, but still con- 
tinuing growth. 


In the little school child we see con- 
tinued strenuous physical activity, and an 
increase in stockiness of build, though a 
lessened linear growth. The child now 
faces the onslaughts of the common com- 
municable diseases and the physical de- 
mands of preparing for the growth 
spurts of adolescence. 

In regard to adolescents we must be 
aware of additional growth needs and of 
possible problems of obesity and acne. In 
addition, persons who fully contemplate 
nutritional needs will always bear in 
mind the thought that the nutritional 
needs of adolescent girls must be regard- 
ed as “pre-prenatal.” 

While all these developments are go- 
ing on physically, mental development is 


being influenced too, especially in infan- 
cy and early childhood, for feeding is a 
learning experience. The mouth is a 
sensory organ of prime importance. A 
physician acquaints himself with his pa- 
tient through the classical approaches of 
inspection, palpation, auscultation, and 
percussion. The child acquaints himself 
with his environment in the same way, 
but he uses his mouth to inspect, to pal- 
pate (that is, to feel), auscultate (listen), 
and to percuss (rap and bite), and to get 
the general knowledge of the world 
about him. 


Feeding needs to be conducted in a 
way that lets these tasks be accomplished. 
The child needs opportunity to chew 
goodness from meat, even if that means 
that for a few weeks he does not want 
to swallow what remains after he has ex- 
tracted the flavor. He needs opportunity 
to learn to make new uses of his newly 
acquired eye-hand-mouth techniques, us- 
ing them now not only to locate things 
and to put them in his mouth, but also 
to retrieve strange-feeling or strange- 
tasting items with his fingers, and to eye 
them studiously. He also needs a chance 
to learn to cope with slippery foods, and 
to become acquainted with the pleasures 
and annoyances of variations in sweet- 
ness, sourness, and intensity of flavors. 

Emotional considerations are of para- 
mount importance in family feeding. 
Children grow physically according to 
general patterns, passing through the 


same stages in the same order, but not 
necessarily at the same rate. Social and 
emotional growth behave similarly, hav- 
ing general patterns but high degrees of 
individualization. These emotional “ages 
and stages” are closely related to feeding 
needs. 


FEEDING NEEDS 


The infant’s task is to work toward 
security and to acquire a sense of trust. 
Through satisfaction of hunger demands, 
he gets a feeling of the world as a de- 
pendable place,’ and in the course of the 
feeding process he and the feeder delight 
each other and launch what is for him 
the first of a lifetime of interpersonal 
relationships. 

Infant feeding works best when it is 
close to another human being. Bottle 
propping is to be deplored, not only be- 
cause of the hazards of aspiration pneu- 
monia, but because the baby needs to 
feast not only on the bottle’s contents but 
also on human companionship—especially 
the mother’s. Erich Fromm speaks of 
the difference between a woman who can 
give her children milk and one who can 
give them “milk and honey.” The 
“honey” part requires the closeness of 
human companionship, which is the be- 
ginning of the child’s closeness with the 
family.” 

The preschool child strives for mastery 
of his body and himself and for some de- 
gree of independence. He works almost 


AIR SUCTION PUMP 


or vacuum you'll ever need. It's quiet as a 
whisper, too, and can be used in your o' 

or in a home or hospital without annoyance. 
Put it in a cabinet—on a table— 

on the floor. It'll stay put without 

walking. Automatic oiling, liquid 

trap, filter, muffler, gauges, regu- 

lators, cut-off and switch are all 

standard equipment. 1/6 H.P, mo- 

tor and 4-vane pump for 115 V., 
$79.50 


32 Oz. bottle in stainless attach- 
able bracket ............ $15.00 
Either Bottle & Bracket..$18.50 
Stand, with stainless steel top 
and shelf; drawer; swivel 
$39.50 
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A husky little giant that gives you all the air 


CONTROLLED AIR-SUCTION WITH A 


“Whirlwind” 


609 COLLEGE STREET 


CINCINNATI 2, OHIO 
INSTRUMENTS SINCE 1837 
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incessantly during his waking hours— 
climbing, running, pulling, tugging, shov- 
ing, and investigating. Just as these large 
muscle pursuits of autonomy require cal- 
ories and good foodstuffs, they also re- 
quire imagination, independence, and ini- 
tiative in feeding. Since children are 
highly imitative, adult and peer examples 
are important. Children are quick to fol- 
low good (or bad) examples at the fam- 
ily table. This is true not just of eti- 
quette, but of eating patterns. 

Readiness and ritual need to be con- 
sidered, too. Young children have a 
readiness to experiment which they may 
not have later, yet at the same time they 
show a love of ritual which parents can 
utilize to reenforce good feeding prac- 
tices and to strengthen family ties. The 
children can be fed at least part of the 
time with the family. At this age feed- 
ing practices for normal children can be 
brought so close to family feeding that 
the child’s nutritional needs can be re- 
garded as the core of a family-meal 
plan, which with slight variations can be 
made interesting and palatable for the 
entire family. Child feeding can thus 
serve as the beginning of lasting im- 
provements in total family diet. Well- 
planned meals for a child at this crucial 
period can establish good dietary patterns 
for the family, and for the child for his 
whole lifetime. 

The adolescent usually tries to loosen 
old ties with childhood and home, and in 


‘so doing clings tightly to his own age 


group and turns to young adult figures 
that he can admire and copy. Young 
people in this age group need to be able 
to conform as much as possible and to 
be, within reasonable limits, in charge of 
their own dietary regimes. They are al- 
most constitutionally obliged to break 
rules laid down by parents and other au- 
thority figures so that this becomes an 
extraordinarily dangerous period for such 
groups as the rigidly dieted diabetic.* 


FAMILY APPROACHES 


In dealing with chronic illness, we 
must think of the special dietary require- 
ments for the particular chronically ill 
child at his particular age, and then con- 
sider to what extent those requirements 
can be derived from family care that 
would be suitable for the whole family. 
Additions, deletions, and modifications 
may then have to be made for the child 
—or perhaps for the rest of the family— 
but the part of the food which they can 
all share needs to be clearly established, 
for that becomes the foundation on which 
salutary influences can be built. 

During his school years a child has a 
great need for a sense of accomplishment. 
He is at an age when it is normal to try 
to keep up with other children, and a 
sense of failure in this may be reflected 
in eating problems—overeating for con- 
solation, or loss of appetite out of sheer 
discouragement. In addition, of course, 


physical inadequacies stemming from 
poor nutrition may actually be factors 
predisposing to real personal failures. 

Anything we do to increase a valid 
sense of personal worth in a child may 
help him to move on to further maturity. 
This has important implications for our 
dealings with a child whose activities or 
diet must be curtailed because of chronic 
disease. It makes a great difference to a 
child whether treatment makes him feel 
cherished or chastised. 

One family may deal with dietary pre- 
scriptions in such a way that their child 
recognizes the dietary modifications as a 
form of cherishing and care on his be- 
half, enforced because his family love 
him deeply. Another family may admin- 
ister the very same prescription in such 
a manner that their child feels punished 
and deprived. 

These contrasts are often seen in 
orthopedic clinics where efforts are made 
to hold weight down. Some families and 
some health personnel present diet re- 
strictions in a way that make children feel 
ashamed and unhappy. They may even 
alienate children from the clinic. Such 
unfortunate approaches can be a fre- 
quent cause of clinic absenteeism. Ap- 
pointments may be broken because of 
embarrassment at weight gain and dread 
of scoldings, humiliations, or derision. 

Punitive pressures in diet restriction 
are resented, but so are loose generaliza- 
tions. Some orthopedic clinics have found 
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om it important in obesity not to just tell 
ors children to “be careful” with their diet 
but to get right down to work with them 
lid and their families in a specific approach 
ay to the whole subject of the child’s and 
ty. family’s diet.* 
ur Chronic illness prescriptions for ado- 
or lescents need to be as unembarrassing as 
lic possible. When adult guidance and su- 
a pervision in regard to them are neces- 
‘el sary they might better come from some- 
one outside the home, someone the ado- 
e- lescent does not need to defy, but may 
ld even wish to emulate. An adolescent 
a may be able to derive “peer help” from 
e- others of his own age group who happen 
ye to be on similar restrictions. 


h FEEDING AND SOCIABILITY 
d Feeding and sociability go together, 
but dangers ensue when food is used as 
a substitute for comforting companion- 
ship. If there are deficits in the social 
aspects of living, food may be used to 
make up the difference. For example, in 
infancy there is noticeable dawdling over 
feeding by children who are put down 
“ too promptly at the end of the feeding 
, instead of having a little postprandial 
cuddling and sociability. In contrast, the 
: preschool child’s sociability needs may be 
such that he climbs down from the table 


1 and runs away to join his friends with- 
out finishing his meal. 
) School children and adolescents may 


: eat for comfort and companionship if 
| sociability needs are not met elsewhere. 


— 


point to 


Some families tend to use the house 
chiefly as a dressing, sleeping, and feed- 
ing center, rather than as a center for 
being together. In such establishments 
children of a certain temperament may 
prolong and extend their feeding time— 
and food intake—in an effort to eke out 
and prolong the available companionship. 

If feeding sociability has to be cur- 
tailed for a chronically ill child it is nec- 
essary to consider, along with other 
dietary planning, how some other tightly 
knit form of family sociability might be 
encouraged which would include him. 
For example, the family might gather 
around the sick child for such activities 
as playing games, designing Christmas 
cards, planning a vacation trip, or an- 
other shared occupation and thus achieve 
the “togetherness” normally found at the 
dinner table. 

Family feeding even in health seems to 
work best when related closely to the 
cultural patterns of the family and their 
congenial associates. For example, in 
certain groups cottage cheese and sour 
cream are greatly enjoyed items, whereas 
in other groups they are almost offen- 
sive. The closer the chronic-disease diet 
—or any childhood diet for that matter 
—can fit into the enjoyed cultural prac- 
tices of the family, the more likely that 
diet is to become a lasting pattern of 
eating and not just a therapeutic gym- 
nastic carried on during a health crisis. 

Closeness to cultural patterns seems to 
help, too, in making it possible for the 


child to snuggle up against the supports 
of family ritual, an experience pleasing 
to most children, and particularly salu- 
tary to those whose illness and its pre- 
scriptions tend to keep them from being 
completely integrated into the family 
group. 

Chronic illness strains the family 
purse, which is seldom very full anyway 
in families with young children. Food is 
usually one of the first items on which 
a family tries to curtail expenses, as 
other . big expenses—rent or housing 
costs, and medical care—are often diffi- 
cult or impossible to alter. Many fam- 
ilies show more courage than competence 
in these efforts. There are few ways in 
which families can accomplish more good 
in the feeding of a child with chronic 
illness than through the help of a nutri- 
tionist collaborating with a social worker 
or budget counselor. 


IN SUMMARY 


In childhood there are innumerable va- 
rieties of chronic conditions requiring 
dietary care. Sometimes all that is need- 
ed is a simple increase in the wholesome 
fare suitable for any child. Other condi- 
tions demand all manner of dietary modi- 
fications, restrictions, or special inclu- 
sions. But whatever the chronic disease 
and whatever its special prescription, 
there are also other considerations to be 
met, These include the needs of normal 
growth and development involving the 
child in relation to his whole family. 


when these 
symptoms 


Dexamyl!*— through its mood-improving and 
antidepressant action—helps smooth your patient’s 
adjustment to daily living. And, because ‘Dexamyl’ 
induces a sense of well-being, it often helps the 
depressed patient become more responsive to your 
counselling. 


Tablets - Elixir - Spansule* sustained release capsules 


Each ‘Dexamyl’ Tablet or 5 cc. teaspoonful of the Elixir 
contains: ‘Dexedrine’ (dextro-amphetamine sulfate, 
S.K.F.), 5 mg., and amobarbital, 4 gr. Each ‘Dexamyl’ 
Spansule (No. 1) gradually releases the equivalent of two 
tablets; each ‘Dexamyl’ Spansule (No. 2) gradually re- 
leases the equivalent of three tablets. 


* * * 


When listlessness and lethargy accompany depres- 
sion, the gentle stimulation of Dexedrine* helps 
revive normal interest, activity and capacity for work. 


‘Dexedrine’ (dextro-amphetamine sulfate, S.K.F.) is avail- 
able as tablets (5 mg.), elixir (5 mg. per 5 cc. teaspoonful) 
and Spansule* sustained release capsules (5 mg., 10 mg, 
and 15 mg.). 


WG) Smith Kline & French Laboratories 


*T.M. Reg. U.S. Pat. Off. 
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Tycos 


TYCOS accuracy, ease of han- 
dling and durability have been 
famous with doctors for over half 
a century. The TyCOs Hand 
Model Aneroid is accurate and 
durable as ever—and now it’s 
even more convenient with 4 
important features—(1) Inflat- 
ing bulb and air release valve 
built into back of gage. (2) 
Balanced to fit comfortably into 
either hand. (3) New feather- 
touch valve control. Floating 
stainless steel ball replaces old 
needle valve for easier opera- 
tion. (4) Single tube to arm 
bag with Luer lock fitting—you 


Hand Model Aneroid 


So convenient— so easy to use 


can hook cuff on arm before 
attaching gage. 

Accurate in any position. Ac- 
curacy assured as long as pointer 
returns within zero. Made en- 
tirely by skilled American crafts- 
men, the TyYCOS Hand Model 
Aneroid carries the famous 
TYCOS 10-year triple warranty. 
Weighs only 18 ounces. With 
genuine leather zipper case and 
hook cuff, fairly priced at 
$47.50. At your surgical supply 
dealer’s, or write Taylor Instru- 
ment Companies, Rochester, 
N. Y., and Toronto, Ontario. 


Taylor Ls ‘nalrumends MEAN ACCURACY FIRST 
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Widening the angle of dietary vision to 
include the whole family is the basic and 
most logical way to feed a child. This 
not only helps the chronically ill child 
but may benefit the entire family. 
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Books received 


Books received for reviews during the 
period from December 5, 1958, to Janu- 
ary 5, 1959, are listed below. Reviews 
will be published as space permits. 


PAIN. By Harold G. Wolff, M.D., Pro- 
fessor of Medicine (Neurology) Cornell Uni- 
versity Medical College, New York City; 
and Stewart Wolf, M.D., Professor and Head, 
Department of Medicine, University of Okla- 
homa School of Medicine, Oklahoma City, 
Oklahoma. Ed. 2. Cloth. Pp. 121, with illus- 
trations. Price $4.25. Charles C Thomas, Pub- 
lisher, 301-327 East Lawrence Avenue, Spring- 
field, Illinois, 1958. 


SURFACE AND RADIOLOGICAL ANAT- 
OMY. For Students and General Practitioners. 
By A. B. Appleton, W. J. Hamilton; and Ivan 
C. C. Tchaperoff. By W. J. Hamilton, M.D., 
D.Sc., F.R.S.E.; Professor of Anatomy in the 
University of London at Charing Cross Hos- 
pital Medical College; sometime Regius Pro- 
fessor of Anatomy in the University of Glas- 
gow; formerly Professor of Anatomy in the 
University of London at the Medical College 
of St. Bartholomew’s Hospital; and G. Simon, 
M.D., B.Ch., D.M.R.E. (Cantab.), F.F.R.; 
Demonstrator of Radiological Anatomy in the 
Medical College of St. Bartholomew’s Hospital; 
and Radiologist to the Diagnostic X-ray De- 
partment, St. Bartholomew’s Hospital, and to 
the Brompton Hospital, London. Ed. 4. Cloth. 
Pp. 355, with illustrations. Price $9.50. Wil- 
liams & Wilkins Company, Mount Royal and 
Guilford Avenues, Baltimore 2, Maryland, 1958. 


AN ATLAS OF THE COMMONER SKIN 
DISEASES. With 153 Plates Reproduced by 
Direct Colour Photography from the Living 
Subject. By Henry C. G. Semon, M.A., D.M., 
Oxon., F.R.C.P., London; Consulting Physician 
for Diseases of the Skin, and former Lecturer 
to Postgraduates, Royal Northern Hospital; 
Consulting Dermatologist, Hampstead and 
North-West London General Hospital; Ex-presi- 
dent and Vice-president, Dermatological Sec- 
tion, Royal Society of Medicine; Corresponding 
Member of the Societe Fracaise de Dermatol- 
ogie et Syphilologie; Medaille d’Honneur de 
l’Assistance Publique, Republique Francaise; 
Medical Referee for Industrial Dermatitis, Min- 
istry of National Insurance; Revised with the 
collaboration of Harold T. H. Wilson, M.A., 
M.D., Cantab., M.R.C.P., D.T.M., Dermatolo- 
gist and Lecturer to Postgraduates, Royal 
Northern and Central Middlesex Hospitals; 
Dermatologist, Mount Vernon Hospital, North- 
wood, Wimbledon, and Highland Hospitals; 
Colour Photography originally directed by the 
late Arnold Moritz, B.A., M.B., B. C. Cantab. 
Ed. 5. Cloth. Pp. 375, with illustrations. Price 
$20.00. Williams & Wilkins Company, Mount 
Royal and Guilford Avenues, Baltimore 2, 
Maryland, 1957. 


DIET MANUAL. Prepared by The Dietary 
Department with the Assistance of the Profes- 
sional Staff of the Grandview Hospital. Ed. 2. 
Paper. Pp. 56. Price $2.00. Grandview Hos- 
pital, 405 Grand Avenue, Dayton 5, Ohio, 
1958. 
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Changes of address and 


new locations 


Able, Bernard Renault, from Los Angeles, Calif., to 116 S. 
Locust St., Inglewood, Calif. 

Adams, Jay W., from 3701 N. High St., to 111 W. Third Ave., 
Columbus 1, Ohio 

Adkins, R. E.. from Yuma, Ariz., to Yarnell, Ariz. 

Ames, Philip V., from 3915 Sunset Blvd., to 515 N. Hayworth 
Ave., Los Angeles 48, Calif. 
Andrews, Edward L., KCOS ’58; Brentwood Hospital, 4110 
Warrensville Center Road, Warrensville Hts., Ohio 
Austin, Eugene Park, from Columbia, Pa., to 4215 Gulf Blvd., 
St. Petersburg Beach 6, Fla. 

Bania, Andrew J., from Saugus, Mass., to 68 Garner St., 
Cohoes, N. Y. 

Beasley, H. Earle, from Boston, Mass., to 47 Garrison Road, 
Brookline 46, Mass. 

Binning, Rosalyn L., from Brea, Calif., to 10240 Homage Ave., 
Whittier, Calif. 

Bissell, Russell B., from Kailua Oaha, T. H., to 944 Cooke St., 
Honolulu 13, T. H. 

Bogard, Dorr E., from Sun Valley, Calif., to 13145 Osborne 
St., Pacoima, Calif. 

Boling, Fredrick W., from Bonham, Texas, to 820 State St., 
Larned, Kans. 

Brady, Walter E., from Pomona, Calif., to 3574 Nelson St., 
Riverside, Calif. 

Bragg, Charles H., from Box 927, to 112 N. W. Second St., 
Grand Prairie, Texas 

Brower, Gerald J., from Muskegon Heights, Mich., to Boule- 
vard Bldg., St. Petersburg 8, Fla. 

Buckler, William G., from 300 E. Colorado Ave., to 303 E. 
Main St., Casey, IIl. 

Bumpus, J. Clifton, from Tulsa, Okla., to Box 140, Braman, 
Okla. 

Burnett, J. C., from Box 728, to Box 1352, Las Vegas, Nev. 

Casella, Frank Joseph, KCOS ’58; Lancaster Osteopathic Hos- 
pital, Lancaster, Pa. 

Cash, Phillip S., from Des Moines, Iowa, to 200 W. Ashby 
Place, San Antonio 12, Texas 

Citta, Richard J., PCO ’58; Grandview Hospital, 405 Grand 
Ave., Dayton 5, Ohio 

Cohen, Jerome B., from Philadelphia, Pa., to 1 Shawmont 
Lane, Levittown, N. J. 

Cooper, Benjamin B., from Box 447, to Box 125, Buckeye, 
Ariz. 

Cornell, Philip H., from Flat Rock Clinic, to 26082 E. Huron 
River Drive, Flat Rock, Mich. 

Crouch, Robert A., from Detroit, Mich., to 714 Morgan Bldg., 
Portland 5, Ore. 

Crum, Howard P., from El Cerrito, Calif., to 543 E. Apache 
St., Tulsa 6, Okla. 

Curtiss, R. G., Jr., from Holt, Mich., to 1101 E. Mount Hope 
Ave., Lansing 10, Mich. 

Cyman, Robert C., KC ’58; Detroit Osteopathic Hospital, 
12523 Third Ave., Detroit 3, Mich. 

Davis, Nathaniel A., from 5318 Melrose Ave., to 10513 Santa 
Monica Blvd., Los Angeles 25, Calif. 

Davis, Orville Jack, from Ramona, Calif., to 4459 Euclid Ave., 
San Diego 15, Calif. 

Dennis, Ronald E., KC ’58; Oklahoma Osteopathic Hospital, 
Ninth St. and Jackson Ave., Tulsa 7, Okla. 

Draper, George W., Jr., from 233 Central Ave., to 235 Central 
Ave., Dover, N. H. 

Duncan, Norman L., from 14416 Hamlin St., to 14412 Hamlin 
St., Van Nuys, Calif. 

Dunford, Homer W., from North Sacramento, Calif., to 5746 
W. Hazelwood, Glendale, Ariz. 

Emlich, William F., KCOS '58; Doctors Hospital, 1087 Den- 
nison Ave., Columbus 1, Ohio 


Eng, Ethel Jean, KC ’58; Los Angeles County Osteopathic 
Hospital, 1100 N. Mission Road, Los Angeles 33, Calif. 


Ennis, Gordon J., from 625 Bellevue Ave., to 613 Bellevue 
Ave., Penndel, Pa. 
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MODERNIZE YOUR.-OFFICE 


mew STEELINE. 


Equipment selection for your treatment room is easy 
when you choose STEELINE. Every piece is designed to 
make the day’s work easier, faster and more pleasant. 


For complete specifications consult your new Aloe 
General Catalog. Your Aloe representative will be 
glad to assist you in every way. Dept. 116 


14 
a.s. aloe company [ division... 
1831 OLIVE STREET © ST. LOUIS 3, MO. coast fo coast 


FOR RECTAL AND VAGINAL USE 


Rectally For: 

®@ Spastic Constipation 

@ Anal Stricture .. . Prolapse 
Post-hemorrhoidectomy 

© Post-fistulectomy 


Gently stretch tight, spas- 
tic, or hypertrophic sphinc- 
ters. Help train defecation 
reflex, reduce tonus, induce 
mild peristalsis. In gradu- 
ated sizes for progressive 
therapy. Infants: in flex- 
ible rubber. Children and 
Adults: In bakelite. 


Send for Literature 


F. E. YOUNG AND COMPANY 
8057 Stony Island Ave., Chicago !7 IU. 


Vaginally For: 
@ Dyspareunia 

Vaginismus 

@ Perineal Repair 
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*NEW: FELSOL TABLETS now available 


See Your Physicians’ Desk Reference for Details 


Have , FELSOL provides sefe and 
you effective relief in asthma, hay 
ever > fever, and related bronchial 
used P affections. 


» FELSOL also relieves pain 
+ and fever in arthritis, headaches, 
rheumatic fever, colds, and flu. 


The fast action and long duration of FELSOL 
gives smooth and comforting relief. After a 
single therapeutic dose of antipyrine, Brodie and 
Axelrod report, “Plasma levels declined slowly, 
measurable amounts of the drug persisting 24 
hrs.” (J. Pharm. & Exper. Ther. 98:97, 1950) 


Each Each 
Ingredients Powder Tablet 
Antipyrine ...... 870 mg.. .435 mg. 
lodopyrine ...... 30 mg... 15 mg. 


Citrated Caffeine. . 100 mg.. . 50 mg. 
Norte: Each powder equals two 
tablets. 
Try this unique and superior product by writing 
“ee free professional samples and literature. 


American Felsol Co.—P.O. Box 395—Lorain, Ohio 


*At local rmacies in boxes of 15 and 90 


HEAD 
HALTER 


NEW-Full Foam Rubber Padding! 


Unquestionably the most 
comfortable head halter 
on the market today. Full 
foam rubber padding in 
all areas, with a textured 
inter-lining of tricot. 
Cupped chin is tailored 
for proper fit. Designed 
to place 7 of pull on 
occiput rather than pinch- 
ing face. Tough sailcloth 
outer-lining will not stretch 
—all puil is transmitted 
to patient. Slide bar type 
buckles with catch pro- 
vide one-time adjustment 
—easy application and removal. In large, medium 
and child size. No. 754. Write for complete in- 
formation! 


STANDARD 


Peeetntnme DePuy Manufacturing Co., Inc. 
SINCE 1895 WARSAW, INDIANA 
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Erickson, Elsie A., from Kansas City, Mo., to 7722 Arlington 
Ave., Raytown, Mo. 

Everett, C. Edwin, KC ’58; Charles E. Still Osteopathic Hos- 
pital, 1201 S. Madison St., Jefferson City, Mo. 

Felski, Emil M., from Lancaster, Pa., to 3137 Pennsylvania 
Ave., Weirton, W. Va. 

Ferens, Edwin W., from Detroit, Mich., to 23401 Ford Road, 
Dearborn, Mich. 

Fidler, Robert S., from 1020 Seaboard Bldg., to 13624 First 
Ave., S., Seattle 88, Wash. 

Fiel, Nicholas J., from Camden, Ohio, to 1344 Patterson Road, 
Dayton 20, Ohio 

Finazzo, Salvatore J., from 112 Rockaway Ave., to 59 Logan 
St. Brooklyn 8, N. Y. 

Fogarty, Joseph A., from 5811 Truman Road, to 402 Wirthman 
Bldg., Kansas City 9, Mo. 

Gard, Keith L., from Oakland, Calif., to 578A Castro St., 
Mountain View, Calif. 

Gibson, Katharine E., from Los Angeles, Calif., to 3580 Ave- 
nida del Sol, North Hollywood, Calif. 

Gifford, Daniel H., from Salt Lake City, Utah, to Yucca Val- 
ley, Calif. 

Goldin, Sylvan L., KCOS ’58; Flint Osteopathic Hospital, Inc., 
416 W. Fourth Ave., Flint 3, Mich. 

Greer, Lawrence, from Boston, Mass., to 3017 W. Evans Ave., 
Denver 19, Colo. 

Gregg, Douglas M., COPS ’57; 15475 James Couzens High- 
way, Detroit .38, Mich. 

Hampton, Robert G., from 3638 Alcott St., to 625 Broadway, 
San Diego 1, Calif. 

Harris, H. Elton, from Denver, Colo., to 12034 Alabama Ave., 
Youngtown, Ariz. 

Haynes, Harvey L., from Lake Tahoe, Nev., to 1832 N. Main 
St., North Las Vegas, Nev. 

Henson, Fred A., from Doniphan, Mo., to General Delivery, 
Dallas, Ga. 

Hershey, Herbert S., PCO ’57; 2041 Holland Ave., New York 
62, N. Y. 

Hoemann, Virgil H., from Washington, Mo., to 17303 Pioneer 
Blvd., Artesia, Calif. 

Holmes, C. E., Jr., from San Dimas, Calif., to 4455 Euclid 
Ave., San Diego 15, Calif. 

Howe, Samuel W., from 323 Third St. to 423 Third St., 
Marietta, Ohio 

Hubacher, George D., Jr., from 1504 Berry Road, to 1805 
Berry Road, Houston 16, Texas 

Izmirian, Thomas R., from North Hollywood, Calif., to 26333 
S. Western Ave., Lomita, Calif. 

Johns, Raymond H., from Oak Park, Mich., to 2712 W. Thir- 
teen Mile Road, Royal Oak, Mich. 

Johnson, Samuel S., from Big Bear Lake, Calif., to 845 Eighth 
St., Hermosa Beach, Caiif. 

Kahn, Erwin S., from Saginaw, Mich., to Pickford, Mich. 

Kahn, Patricia, from Saginaw, Mich., to Pickford, Mich. 

(Change name from Patricia Julianne McGowan) 

Kerr, Harold E., from 3525 W. North Ave., to 8407 W. Lisbon 
Ave., Milwaukee 16, Wis. 

Kilpatric, Jay A., from 8700 Riverview Blvd., to 4601la Pope 
Ave., St. Louis 15, Mo. 

Knebel, August F., from 1543 Hi Point St., to 820 N. Alexan- 
dria St., Los Angeles 26, Calif. 

Magiera, Daniel J., from Cranston, R. I., to 1416 Main St., 
West Warwick, R. I. 


Martin, Brice Taylor, from Los Angeles, Calif., to 333 First 
St., Manhattan Beach, Calif. : 

Mason, L. B., from St. George, Barbados, B.W.I., to 487 Swin- 
ford St., Victoria, B. C., Canada 

Mason, Nellie C., from 6850 Stony Island Ave., to 2011 E. 
75th St., Chicago 49, IIl. 

McCormack, Frank A., KC ’58; Box 482, Bernie, Mo. 

McGinn, Walter E., Jr., from Barstow, Calif., to Lucerne Val- 
ley Medical Center, Cor. 29 Palms Road & Barstow Road, 
Box 268, Lucerne Valley, Calif. 

McMullen, Kenneth E., from North Kansas City, Mo., to 5202 
Chouteau Drive, Antioch Center, Kansas City 16, Mo. 
Mirowski, Bruno Frank, KC ’58; Flint General Hospital, 765 

FE. Hamilton Ave., Flint 5, Mich. 
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Mittleman, Edward, COPS ’57; 10236 Old River School Road, 
Downey, Calif. 

Monaghan, William J., from 926 E. 11th St. to 500 Bryant 
Bldg., Kansas City 6, Mo. 

Morrow, J. W., from 130 N. Detroit St., to 412 E. Columbus 
Ave., Bellefontaine, Ohio 

Muncie, Curtis H., from 515 Park Ave., to 521 Park Ave., 
New York 22, N. Y. 

Murphy, F. J., from Harvey, Ill., to 6255 N. W. 16th St., 
Margate, Pompano Beach, Fila. 

Nulf, Thomas H., KC ’58; Detroit Osteopathic Hospital, 12523 
Third Ave., Detroit 3, Mich. 

O'Dell, Vernon F., Jr., from 1228 Glenwood, to 1060 Orchard 
Ave., Grand Junction, Colo. 

Okin, Milton, from Los Angeles, Calif., to 1723 W. Ball Road, 
Anaheim, Calif. 

Owen, Robert E., from St. Louis, Mo., to 7587a Olive Street 
Road, University City 5, Mo. 

Penoyar, James H., from Bay City, Mich., to 644 S. Warren, 
Saginaw, Mich. 

Polasky, Hartley, from Austin, Texas, to 1535 Centerville 
Road, Casa View Heights, Dallas 18, Texas 

Pullum, Lois Edith, DMS ’57; Wilden Osteopathic Hospital, 
E. 14th & Capitol Aves., Des Moines 16, Iowa 

Purmell, Eugene B., from 1006 Packard St., to 3150 Packard 
Road, Ann Arbor, Mich. 

Rankin, William C., Jr., from 614 Seventh St., to Route 3, 
Marietta, Ohio 

Rankin, William C., Sr., from 614 Seventh St., to Route 3, 
Marietta, Ohio 

Rea, James F., from 875 Wedgewood Drive, to 2959-A Cleve- 
land Ave., Columbus 11, Ohio 

Redlitz, Milton R., from Portland, Maine, to Box 14, Liming- 
ton, Maine 

Rowley, Maurice S., from Philadelphia, Pa., to Main St., Bur- 
gettstown, Pa. 

Rubenstein, Laurence, KCOS ’58; Lancaster Osteopathic Hos- 
pital, Lancaster, Pa. 

Rumsey, Anne E., from 2126 Colorado Blvd., to 1401 Arbor 
Dell Road, Los Angeles 41, Calif. 

Rusin, William D., from Glendale, Calif., to 3221 Wyoming 
Ave., Burbank, Calif. 

Russo, Charles P., from St. Clair Shores, Mich., to Route 1, 
Big Rapids, Mich. 

Sanders, Raymond C., from Elizabeth, Colo., to Simla, Colo. 

Sandham, Richard W., from Baldwin Park, Calif., to 2217 
Winthrop Drive, Alhambra, Calif. 

Schury, Arno B., from 515 N. Michigan Ave., to 1204 Court 
St., Saginaw, Mich. 

Schwartz, H. P., from 17525 Chatsworth St., to 17529 Chats- 
worth St., Granada Hills, Calif. 

Schwartz, Samuel S., from 4150 N. 19th Ave., to 1830 W. 
Indian School Road, Phoenix 42, Ariz. 

Segel, John Douglas, from Los Angeles, Calif., to Hillside 
Hospital, 1940 El Cajon Blvd., San Diego 4, Calif. 

Shapiro, Alvin J., from 12523 Third Ave., to Art Centre Hos- 
pital, 5435 Woodward Ave., Detroit 2, Mich. 

Shealy, Edward M., from 4420 Second St., N. W., to Box 
6205, Albuquerque, N. Mex. 

Shipley, Robert N., from Seattle, Wash., to Hillside Hospital, 
1940 El Cajon Blvd., San Diego 4, Calif. 

Sibley, Willie Frank, Jr., from Youngstown, Ohio, to 1805 E. 
Imperial Highway, Los Angeles 59, Calif. 

Slifer, George B., Jr., from 7815 Pershing Ave., to 147 N. 
Meramec St., Clayton 5, Mo. 

Sparks, Harold T., from 2317 Washington Ave., to 1601 Lant 
Circle, Evansville 14, Ind. 

Springer, James D., from Kansas City, Mo., to Randle, Wash. 

Stanfield, John R., from Larned, Kans., to 802 E. Jackson, 
Riverton, Wyo. 

Stanzler, Phoebe Benson, from 416 W. Fourth Ave., to 422 
W. Fourth Ave., Flint 3,’Mich. 

Stolz, Ralph E., from Maplewood, N. J., to 706 Berger, Em- 
maus, Pa. 

Sullivan, Edward M., from Chino, Calif., to 11730 S. Toerge 
Drive, Whittier, Calif. 
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Prescribe and 
Identify Drugs 


Faster, Easier... 


AMERICAN DRUG INDEX 1959 


By Charles O. Wilson, Ph.D., Professor of Pharmaceutical Chem- 
istry, College of Pharmacy, University of Texas; and Tony 
Everett Jones, Ph.D., Assistant Professor of Pharmaceutical 
Chemistry, College of Pharmacy, University of Colorado. 


The most useful single source of essential information about 
drugs available—the best from every standpoint. ADI is your 
one-source guide to complete identification of any drug. 
Over 15,000 drugs and drug preparations are arranged alpha- 
betically by generic name, trade name and pharmacologic 
group. ADI is thoroughly indexed and cross-indexed so that 
it is possible to find and identify a drug product when only 
the major constituent is known. Each listing gives generic 
and trade names, manufacturer, composition, synonyms, how 
supplied, dosage forms, usual dose and indications. Recog- 
nition of drugs by the United States Pharmacopeia, The 
National Formulary, New and Nonofficial Drugs, and Ac- 
cepted Dental Remedies is shown. 


671 Pages $5.75 


NEW AND NONOFFICIAL 
DRUGS 1959 


The recognized standard authority published annually under 
the direction of the Council on Drugs of the American 
Medical Association. Instantly provides accurate information 
on the composition, indications and contraindications of all 
new drugs—official and nonofficial—evaluated on the basis 
of available scientific data and reports of investigations. All 
drugs are identified and described in monographs which give 
chemical or biologic identity; actions and uses, side effects, 
toxicity and precautions; dosage, routes of administration; 
available preparations, sizes and strengths; applicable com- 
mercial names. All listings are alphabetically arranged ac- 
cording to their nonproprietary titles and grouped under 
chapters according to pharmacologic action or clinical use. 
41 new monographs have been added since the 1958 edition. 


687 Pages $3.35 


J. B. LIPPINCOTT COMPANY, 
East Washington Square, Philadelphia 5, Pa. 
In Canada: 4865 Western Avenue, Montreal 6, P.Q. 


Please enter my order and send me: 


(C) AMERICAN DRUG INDEX 1959........................ $5.75 
C) NEW AND NONOFFICIAL DRUGS 1959.................. $3.35 
(This Item Not Returnable) 

Monthly Payments 

JAOA-2-59 Enclosed 
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Mass., to 33 Kirkland 


to 4108 N. 49th 


Summers, Arthur W., from Boston, 
Circle, Wellesley Hills 81, Mass. 

Teel, H. Ivan, from Hickman Mills, 
Drive, Glendale, Ariz. 

Turner, Richard H., from York, Pa., to Kirksville Osteopathic 
Hospital, 800 W. Jefferson St., Kirksville, Mo. 

Van Patten, Merrill D., from Lander, Wyo., to 3927 Floyd 
Ave., Sioux City 6, Iowa 

Wagner, William A., from Jefferson City, Mo., 
Admiral Place, Tulsa 15, Okla. 

Wank, John H., from Garden City, Mich., 
St., Wayne, Mich. 

Wayne, James C., from 421 Madison St., 
Lapeer, Mich. 

Williams, James E., from 4202 E. 31st St., 
Blue Ridge Blvd., Kansas City 33, Mo. 

Williams, William Miles, from Puyallup, Wash., 
rora Ave., Seattle 3, Wash. 

Wolbart, John C., from Glendale, Calif., to 7529 Franklin Ave., 
Hollywood 46, Calif. 

Woodruff, James J.. KCOS ’58; Houston Osteopathic Hospital, 
5115 Montrose Blvd., Houston 6, Texas 

Young, Clayton R., from Oklahoma City, Okla., to Young 
Clinic & Hospital, 714 College Ave., Alva, Okla. 


Mo., 


to 3507 E. 
to 2363 S. Venoy 
to 1254 N. Main St., 
Box 7624, to 4233 
to 8019 Au- 


Applications 
for membership 


ARKANSAS 
Rye, John K., (Renewal) 812 S. Greenwood Ave., Fort Smith 


CALIFORNIA 


DeFord, Robert L., (Renewal) 2354 Tulane Ave., Long 
Beach 15 
Benson, Louis E., (Renewal) 6013 Hollywood Blvd., Los An- 


geles 28 


Essex, Harold E., (Renewal) 1100 S. Pacitic Coast Highway, 
Redondo Beach 

Fyson, Edward H., (Renewal) 4811 Coldwater Canyon Ave., 
Van Nuys 


COLORADO 
Garland, Earl A., (Renewal) 911 Grand Ave., Glenwood Springs 
Husted, Richard A., 1213%4 Washington, Golden 
Overstreet, Merle, (Renewal) 309 Greeley Bldg., Greeley 


ILLINOIS 
Mullen, Albert R., (Renewal) 429-30 Standard Bldg., Decatur 
Winters, Pauline Brown, (Renewal) 312 Clifford Ave., Love’s 
Park, Rockford 


IOWA 
Crow, Carl L., (Renewal) 1800 Leland Ave., Des Moines 15 
KANSAS 
Bowers, James E., (Renewal) 111 W. Main St., Council Grove 


MAINE 
Varnum, Alden C., (Renewal) Bangor Osteopathic Hospital, 
292 State St., Bangor 


MICHIGAN 
Shapiro, Daniel M., (Renewal) 19330 Santa Barbara Drive, 


Detroit 21 
MISSOURI 
Summers, H. K., (Renewal) 106 Westview Drive, Box 711, 
Excelsior Springs 
Bailey, Harold W., (Renewal) Gallatin 
Dilley, Dorothy Bea, 620 Bennington Ave., Kansas City 25 
Corcanges, T., (Renewal) 6137 Blue Ridge Blvd., Raytown 


NEW YORK 
Lakritz, Charles J., (Renewal) 250 W. 85th St., New York 24 


PENNSYLVANIA 
Todhunter, Mary Toriello, (Renewal) Seneca 
Todhunter, Melvin E., (Renewal) Seneca 


SOUTH DAKOTA 
Bishop, J. C., (Renewal) 1103 S. Minnesota Ave., Sioux Falls 


Patients with angina pectoris need BOTH types of protection 


afforded by Pentoxylon...prolonged coronary vasodilatation 
AND relief from anxiety. Fear of the next attack is replaced by 


pulse-slowing, calming action. 


DOSAGE: 1 to 2 tablets q.i.d. before meals and on retiring. 


: 
Anginal Patient FREEDOM 
Tablets Containing Pentaerythritol Tetramitrate (PETN) 10 mg. and Rauwilord* (Alseroryion) 0.5 mg. 
P : 
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Abbott Laboratories, A-157, 158 
Aloe, A. S., Co., A-187 
American Felsol Co., A-188 
American Meat Institute, A-28 
American Optical Co., A-159 
American Osteopathic Assn., 
126, 137, 142, 178 
American Sterilizer Co., A-147 
Ames Co., Inc., A-56 
Armour Pharmaceutical Co., A-13 
Ayerst Laboratories, A-6, 7, 54, 55, 80, 
81, 97, 130, 134, 135, 164 


A-64, 94, 


Bard-Parker Co., Inc., A-151 

Birtcher Corporation, A-163 

Breon, George A., & Co., A-179 

Bristol Laboratories, Inc., A-82, 83, 139, 

140 

Bristol-Myers Co., Cover II 

Burdick Corporation, A-160 

Burroughs Wellcome & Co., Inc., A-118 


Carnation Co., A-93 

Central Soya Co., Inc., A-152 

Chatham Pharmaceuticals, Inc., A-165 

Chicago Pharmacal Co., A-166 

Ciba Pharmaceuticals, Inc., Cover IV, 
A-34, 35, 36, 37, 161, 172, 173 

Cole Chemical Co., A-105 

Colwell Co., A-191 


Davis, F. A., Co., A-45 
DePuy Mfg. Co., Inc., A-188 
Desitin Chemical Co., A-153 
Doho Chemical Corp., A-16 
Dome Chemicals Inc., A-4 


Eaton Laboratories, A-11, 104, 162 


Fellows Medical Mfg. Co., Inc., A-191 
Fleet, C. B., Co., Inc., A-103 


Geigy Pharmaceuticals, A-32, 91 
General Electric Co., X-Ray Dept., A-63 
Gerber Products Co., A-79 

Gomco Surgical Mfg. Corp., A-132 


Hill Laboratories Co., A-180 
Holland-Rantos Co., Inc., A-136 
Hollister, Franklin C., Co., A-116 
Hyland Laboratories, A-181. 


Irwin Neisler & Co., A-44, 113 


Johnson & Johnson, A-87, 88, 89, 90 
Kremers-Urban Co., A-154 


Lakeside Laboratories, Inc., A-78 

Lea & Febiger, A-182 

Lederle Laboratories, A-25, 46, 47, 114, 
115, 124, 125, 138 

Leeming, Thos. & Co., Inc., A-51 

Lilly, Eli & Co., A-150 

Lippincott, J. B., Co., A-189 

Lloyd Brothers, Inc., A-31, 141 
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Maltbie Lab. Div., (Wallace & Tiernan 
Inc.), A-8 

Massengill, S. E., Co., A-121, 122, 389, 390 

McNeil Laboratories, Inc., A-29, 50, 86 

Mead Johnson & Co., A-52, 53, 66, 67, 98, 
99, 100, 101 

Merck Sharp & Dohme, A-59, 60, 61, 62, 
117 

Mutual Benefit Life Insurance Co., A-33 


National Drug Co., A-9 


Organon Inc., A-171 
Ortho Pharmaceutical Corp., A-84 


Parke, Davis & Co., A-72, 73 
Pelton & Crane Co., A-156 
Pet Milk Co., A-192 
Pfizer, Chas., & Co., Inc., 
71, 74, 75,302, 127 
Pitman-Moore Co., A-119 


A-10, 30, 57, 


Reed & Carnick, A-120 

Riker Laboratories, Inc., Cover III, A-190 
Robins, A. H., Co., A-40, 41, 42, 43 
Roche Laboratories, A-26, 48, 49, 76, 77 
Roerig, J. B., & Co., A-123, 133, 144, 145 
Rorer, William H., Inc., A-167 


Saunders, W. B., Co., Cover I 
SchenLabs Pharmaceuticals, Inc., A-65, 
92 
Schering Corp., A-3, 148, 149 
Searle, G. D., & Co., A-5 
Sherman Laboratories, A-174 
Shield Laboratories, A-155 
Shuman, David, D.O., A-178 
Smith-Dorsey, A-168, 169 
Smith Kline & French Labs., 
184, 185 
Squibb, E. R., & Sons, A-106, 129, 146 


A-14, 15, 


Taylor Instrument Co., A-186 
Truform Anatomical Supports, A-12 
Tutag, S. J., & Co., A-170 


U. S. Vitamin Corp., A-177 
Upjohn Co., A-27, 38, 39 


Vitaminerals Inc., A-95 


Wallace Laboratories, A-85 

Warner-Chilcott Laboratories Div., 
70, 128 

Wheat Flour Institute, A-96 

White Laboratories, Inc., A-108, 131, 
175, 176 

Winthrop Laboratories, A-58, 109, 110, 
111, 112 

Wocher, Max, & Son Co., A-183 

Wyeth Laboratories, A-17, 18, 19, 20, 21, 
22, 23, 24, 68, 69, 107, 143 


A-l, 


Young, F. E., & Co., A-187 


FREE 


CATALOG 


¢ DAILY LOG RECORD BOOK 

APPOINTMENT BOOKS 

¢ PRINTED STATIONERY 

¢ PATIENTS’ RECORDS 

¢ BILLING SUPPLIES 

PAYMENT RECORDS 
Accurate, clean-cut letterpress work 


on highest quality materials. Satisfac- 
tion guaranteed. 


THE COLWELL COMPANY 
265 University Ave., Champaign, IIL 


SPECIFY — SAFE 


FELSULES 


Dose 


3% gr. 
Tranquilizing Dose 


THE ORIGINAL 
CHLORAL HYDRATE CAPSULES 


LYCORAL 


PERMITS FLEXIBLE DOSAGE 
NON -ALCOHOLIC— PALATABLE 


10 gr. Chea Hydrate 


per teaspoonful 


NON-BARBITURATE 


HYPO-ALLERGENIC 
pharmaceuticals since 1806 


Detroit * Dallas * Los Angeles 
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HOW TO HELP 
LIGHTEN 


THE WEIGHT LOAD... 


When dietary management of overweight patients 
requires lowered caloric intake, new PET Instant Nonfat 
Dry Milk can be most helpful. 


Rich in high-quality milk protein —36.5% protein in dry 
form and virtually fat-free—PET Instant provides the 
essential nutrients of whole milk in convenient, 
concentrated form. 


This revolutionary nonfat dry milk mixes almost at the 
touch of water—reconstitutes to make a wholesome 
beverage refreshing and delicious to drink, yet with only 
half the calories of whole milk. 


Used in cooking, PET Instant reduces the caloric content 
of many favorite dishes, helps make a low-fat diet more 
varied and enjoyable. But however it is used, new 

PET Instant helps lighten the weight load pleasantly. 


NEW FET ivs7anr 
NONFAT PRY MILK 


—PET MILK COMPANY 
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ST.LOUIS 


Instantized so it dissolves 
almost at the touch of water. 
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INSTANT 
NONFAT DRY MILK 
DISSOLVES 
INSTANTLY 


FOR YOUR ASTHMATICS 


NOTHING IS QUICKER - NOTHING IS MORE EFFECTIVE 


PREMICRONIZED FOR 
OPTIMAL EFFICACY 


Leakproof 


Shatterproof + Spillproof 


Available with 
either epinephrine 
or isoproterenol 


Medihaler-EPI° 


Epinephrine bitartrate, 7.0 mg. per cc., 
suspended in inert, nontoxic aerosol vehicle. 
Contains no alcohol. Each measured dose 
contains 0.15 mg. epinephrine. 


‘Medihaler-ISO° 


Isoproterenol sulfate, 2.0 mg. per cc., 

suspended in inert, nontoxic aerosol vehicle. 

Contains no alcohol. Each measured 

dose contains 0.06 mg. isoproterenol. ” 
Riker 


automatically measured- dose aerosol medications 


Nonbreakable 


NOTABLY SAFE AND EFFECTIVE FOR CHILDREN, TOO. poet nas 


A 
i 
= 
a 
= 
at 
| 


cher Way...} 


ief of stuffy | 


| : : 
: a 
| 
} 


: 
4 
3 
: 
: 
; 
: 
g 


